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ABSTRACT 

This monograph describes community rehabilitation 
services available to persons with traumatic brain injury in Israel. 
Following a foreword by Leonard Diller which cites the incidence of 
traumatic brain injury and notes existing intervention models, an 
introductory chapter by Shlomo Katz and Victor Florian provides a 
historical survey of the evolution of these community rehabilitation 
services. Subsequent chapters provide descriptions of the services 
and programs. "A Rehabilitation Center for veterans with Severe Brain 
Injury" (Shlomo Katz) describes the activities and procedures of a 
center guided by the principles of meaningful activity and autonomy. 
"An Integrative Rehabilitation Program for Traumatic Brain Injured 
Persons at the Loewenstein Medical and Rehabilitation Center" (Max 
Stern) discusses early and later stages of post-injury treatment, 
diagnostic methods, treatment philosophy, and treatment methods. "The 
National Institute for Rehabilitation of the Brain Injured" (Dani 
Hoofien and others) offers case studies to illustrate treatment at a 
public nonprofit organization administered by Israel's Defence 
Ministry and the National Insurance institute. "The 
Neuropsychological Unit for Treatment and Rehabilitation, Givatayim, 
Israel" (E. Klag and others) discusses the conceptual framework and 
theoretical orientation of the unit, its approach to assessment and 
evaluation, intervention principles, family and social system 
dynamics, and structural features. "U.S. Commentaries" (Sheldon 
Berrol and Barry Wilier) compares the rehabilitation approach of 
Israel with that of the United States. References accompany each 
paper. (JDD) 
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Foreword 
❖ 

Traumatic Bmin Injury (TBI) is a stagRcrinfi problem in the United States. 
Over 100,000 cases of TBI occur annually with 100,000 deaths each year 
and 10,000 to 90,000 people are left with permanent disabilities that would 
require rehabilitative nieasures, It is estimated that there is a prevalence of 
1 ,000,000 to 1 ,800,000 cases in the United States. Traumatic brain injury is an 
epidemic in the United States resulting in a one'billion'dollar'a'year industry. 
Since it typically occurs in youns people ( 15^30), those with permanent 
disabilities may live for many years burdening the individual, the family and 
societal institutions. 

\u relation to this }iri)wth, there are now more than 700 programs listed in the 
1990 directory published by the National Head Injury Foundation. They are 
listed muler a dozen care^ories, ranfjins from acute care to employment. Most 
involved the manajjement of lonjjj term problems in the community. All of this 
growth has taken place during the I980's. Despite the ferment in the field, there 
are few places in this country with a decade of experience in workinj; with 
individuals with TBI. 

HurinK the early 1970's there were very tew countries enyaj^ed in the active 
rehabilitation ot individuals with traumatic brain injury. In part this was because 
traumatic brain injury was largely a wartime pbenoiuenon imtil the rise i)f the 
hiyh speed motor vehicle and the superhijihway. In the United States, medical 
rehabilitation which urew out of World War IL was concerned with spinal cord 
nijury and iunputaiions. and distanced itself from involvement with vlisturbances 
in behavior and cognition associated with brain damage. Medical projirams 
concentrated on iiuUoric dimensions ot activities ot ihiily livinji. Vocational 
projiraniN concentraied on counseiinj», work sample appn>aches, aiul job place- 
meni. The actual care and study ot traumatic brain injury did uoi occupy a hiyb 
priority. It is onK very recently that state departments ot health, and social and 
rehabilitathMi services have desij»nated TIM a* d separate, definable coiivlition. 
reijuirinj^ special coiisuleration with re>^;ird to manpower and services. 

Hurmy the |970'stiie British plavcdaiL^reat role in calling .mention totr.ium.uic 
br.un injnrv with av|\ .inces m rcse»irch, whde ihc Israelh tivlv.inced iUir knowb 
edue t»f clinuai niana^:eincni <A pei»plc with hands on experiences sukc durinu 



this time periixi Israelis were iiwolvcd with continuinR battles nbni; their 
borders. Some were part of little known skirmishes, some were part of maji)r wars 
(e.K., Yom Kippiir War--1973). Their TIM population suffered not only frtmi 
classical penetratin^j head injuries due to missiles, but also from head Injuries due 
to driving at hiyh speeds under conditions of poor illumination and mnvinf! 
soldiers and supplies lUHler cover of darkness. Israel is a small country with an 
army composed of civilians who needed clinctal attentii)n. Injured veterans are 
treated as national her4)es demanding a high priority for hnh services and 
research. Consequently, a great deal of thought and effi)rt went into their care, 
A brief history of die evolutiim of how the Israelis developed their programs is 
presented by Katz iSi Florian who were there at the begiiu\ing and participated 
in the process. 

Israeli programs take on additional meaning for the United States. One person 
who played an important role in pointing out that traditional uuxlels of 
rehabilitatiim were ni>t appropriate was Yehuda Ben-Yishay. Aw American 
citizen and ex-soldier in the Israeli army, he was familiar with its health care 
delivery system and its population. He played a key role in initiating one i)f the 
programs described in this m()nograph. Based in part on these experiences, he set 
up ime of the first programs to treat the combination of ciignitive and behavioral 
deficits in lirder ti> facilitate living with the family and return ti> empli>yment . I Ic 
worked with individuals with traumatic brain injury who had failed to return to 
gainful employment folknving conventional courses i)f medical and vocational 
rehabilitation they were delivered in the late I970*s in the New Vi)rk ('Ity areji. 
Thi> prnyram is still ongoing iuul is recognized M a niUional level. Readers will 
be interested in ex;uiuning the thrust of the original program which is described 
in chapter four by Hoofien. Becker, ^Si Vakil .is it isbeingilelivereJ, some 1 S years 
later. This model is now recognized and accepted in this country. Calling an 
individual who has Nuttcrcd traumatic brain injury a trainee rather than a patient, 
as a reflection ot a philos^phv which was ci>iumuniiV'oriented rather than 
hospital-oriented, was an indic.ition ot the direciun ot the proi^ram. At that 
lime, consuierable efti^ri w.is required to break down traditional patterns o\ 
service vieliverv including team structures .uul therapeutic technK|ues, cUul 
simpiv call to attention to the tact that people with traumatic brain mjurv could 
noi be man.i^ed with Luiuentional methiH.ls. 

The other Lhapiers arc ot {,\\ua\ interest because the authors h.i\e been in cK^se 
U)\k\\ uuluiinteinpiirarx thinking in the I'.S.A. (Shloiun Kat: is a Pb.i V tmm 
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the University of Wisconsin and Yiynl Gross playd an important role in program 
development at the JFK program). Kat: describes a novel adaptation of a 
sheltered workshop to address psychosocial as well as vocational needs for TBI. 
The description of the organization t)f the staff and clients in order to provide 
work which is meaningful and the attempt to foster self^actualizat ion by providins 
clientsroles in administration, decision makinijand daily operationof the center 
is a marked departure in dealing with these issues. By providing activities such 
as the inclusion of attendants in training in order to prevent burnout, one can see 
an approach to a problem of great importance as we examine healthcare outreach 
of hospital systems. The chapter by Stern is a giHul illustration of the evolution 
of a sophisticated nuiltiilisciplinary model under medical leadership to address 
ongoing long-term needs for ompatients. The day center program was changed 
to a day clinic to permit participants to shed their dependent status and engage 
in more priKiuctive activities for most of the week. Treatment is viewed as a 
suppleaient to the patient's experience of reality and is not a substitute for reality. 
Traditional therapies are refashii)ned to acconuuvxlate to the evt)lving needs of 
acommunity'based population. (Changes in treatment techniques brought about 
by technology, e.g., the use of computers in cognitive remediation, are also 
descriheti. Attempts to tackle different problems such as improving abstrac 
thinking are described. 

The final chapter by Klag, Clross, Ben Nik hum, Moed, hshman is cast much 
more explicitly in a psychotherapy framework. Brain diunage resuhs m a 
fragmentation of the self-concept. Think of it this way. Most pci^ple, when asked 
to identify themselves (Who are you?), choose to identify themselves by their 
occupation or role. In the case of TBI. ^he premorbid sell-cimcept cannot be 
squared vvuh current realities. In response to ihe question, who .ire vou, tin 
individual with TBI has to inte^Tate a pre and a post trauma experience 
Traditionally, cognitive impairments are treated as deficits \\\ isolai«.'d skilK lo he 
corrected ox ameliorated imheir own right. I ience tbe high incidence ot denial 
and I he difficulties in makinj: cognitive reiraininy relev.int and generah:able in 
people with brain damage. The authors propose that co^jnitive deticiis be treaied 
not as phenomena in their own ri^lu, but as Muir^e^ i»f contusion lo a person 
trying lo make sense out ot inti^rmauun and m.iintain a conshtent Nclt'Ci^tKept. 
Thi.s point becomes the central fiK:us of tbv entire rehabilitation program. The 
interventions which follow from this prembe have traditionally been hard to 
implement in a practical way. Some of The>e infi rveiuionN are spelled om in 
UNctuI case illustratu^ns. TIk- awn h to help ihe person .ichieve coherence ot 
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informatio!) and experiences. This yoal is conKtueni widi tht classical work of 
Kurt Goldstein as far back as World War 1. It is also up todate and fits with present 
day social psychologists who stress self-efficacy as a primary drive/incentive and 
Icarntnt; theorists who have moved away from simple stimulus-response rein- 
forceineut thet)ry to notions of intrinsic motivation. 

In siinu these papers present n4)t <inly useful models iif how TBI programs 
designed to he coiumunity-hased have evolved hut the concepts in themselves 
are timely and stimularing. The recent directory of programs published by the 
National Head Injury hnmdation. which lists hundreds of programs which 
present alternative patterns of treatment for community reentry, only reinforces 
the timeliness i)f this monograph. As we move in the 1990's towards shaping 
health services and rehabilitation systems which work and. in the absence of 
replicated biniies i)f scientific knowledge, it is helpful to learn lu)w others have 
been dealing with these probletns. 

h 

UonardDillerJ'h.l). 

(!hict\>t IV'hiU iomI ScioiUL's, Ribk Institiitc nt 
Rehabilitative MfJicinc, New Yurk C"ity McJical ('enter 
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C H A P T ER ON E 
Intruduction 

ShlumoKaiz, Ph.D.; Victor IHorian, Ph.D. 
❖ 

The purpose of tliis moiiojiraph is to describe community relvihilitation 
services available for persons with traumatic brain injury (TBI) in Israel 
ttxlay. These services evolveil from public and professional attempts to find 
appropriate intervention techniques to help persons with brasn injury lead 
relatively independent lives in the community. This introduction will provide a 
short historical survey ot the evolution of these services in Israel with the 
frilowinfj chapters pro\'idinjj5 a detailed description of these services and programs. 

There has been an impressive increase in the number of professionals and 
programs serving persons with traumatic brain injury during the last two decades 
in Israel. As in other countries the development of community programs fi)r 
persons with traumatic brain injury in Israel was made possible only after TIM was 
recognized as a specific disability requiring unique intervention techniques 
developed specifically for this population (McMahon &i Fraser, 1^'\^8). Prior to 
the establishment of these programs, the rehabilitation services were generally 
not equipped to deal with this particular population because ot the lack ot 
knowledge and understanding of the cognitive and psychost)cial consequences 
ofTBl. 

t Vten persons with traumatic brain injury were treated according to the domi- 
nant symptoms which they presented. If the problems were essentially physical, 
these individuals were treated a^ if they were physically disabled with lutle 
attention given t(» the associated cognitive impairments. In cases where these 
persons presented severe behavior problems they were perceived as psychiatric 
patients. C'onsequenily^ persons with TBI were often placed m institutions tor 
people with mental illness. 

The perception of traumatic brain injury as a subgnujp ot i^ther disabilities, as 
psychiatric illness o: physical disability often led ti» misdiagnosis iuul placements 
which did not meet these persons' needs. Persons with TBI wlio were placed in 
rehabilitation settings with either a predonunantlv psychiatric or physical 
rehabilitation iirient.it ion, generally received such treatment as chenuuherapN 



and physical restoration. In these settings little consideration was i^iven to the 
rehabilitants' ncuroloyicai problems. These settings did not provide specific 
services such as like skills retraining, cognitive rehabilitation, memory training, 
and behavior management programs for persons who required these specific 
services due to brain injury. Asa result, these persons received little help in their 
struggle to adjust to life in the community. Consequently, many of them were 
transferred to psychiatric institutions or nursing homes where they lingered 
untreated for many years. This often resulted in chronicity. In addition, those 
persons who diil not have severe behavior problems were unable to function in 
the open job market or i^ften had prt^blems in dealing with family and other social 
issues because of the lack i^f appropriate community services. 

An additional factor which had an impact on the development of community 
services for persons with TBI was the relative increase in the survival rate of 
pers()nswitluhisdi5ability, Due to advances in medical technolt)gy,neuri)surgery, 
and physical treatment, 60% of persons after brain injury now survive, compared 
with 1 5% a decade agi>, This increase in the numbers of persons who survive with 
brain injury required that rehabilitation services find solutions for these persons' 
problems. 

One agency that was faced with an ever increasing number o^ persons with TIM 
as the Ministry of Defence s Department of Rehabilitation which is responsible 
for the rehabilitation of veterans. This problem became more pressing after the 
Six l)ay War and the war of attrition that followed upon the conclusion of that 
war The Ministry of Defence's Department of Rehabilitation found itself with 
additional numbers of veterans with traumatic brain injury who required exten- 
sive rehabilitation services to find their nii'he in society and employment 
commensurate with their abilities. Although these veterans* disability pensions 
were generally sufficient to satisfy their ecimomic needs, many ot them were 
unable to leave their homes or unmediate conununity and, therefore, led 
restricted livts and were a burden v)n their families. Many ot these veterans had 
>evere behavior problems which increased the level ot domestic stress. These 
veterans with head injuries and bnun injury and their tainilies requested with 
increasing urgency that the Mini.siry of Defence's Department of Rehabilitation 
find solutions for their problems. It was clear that hi>spitali:ation m psychiatric 
hospitals and nursing homes were not appropriate responses to these persons' 
request tor help (C »ur, 1 W). A solutuui that appeared promising was the settin^i 
up of ciMnnninity-based^helteredempK yinent workshops and intense treatment 
prtJgrams specitically designed to hu m this pi>pulation*s ueed^. 



In 1972, the Ministry of Defencu s rchahiliration department iiiitiateil a request 
to the psychology department of Tel Aviv University for help in setting up a 
community treatment and research program for persons with hrain injury (Gur, 
1990). The request was for a service that could help alleviate some of the severe 
behavior problems manifested by the brain-injurod veterans and develop treat* 
ment metluHis appropriate for this population. This service, which was situated 
at the university, offered cognitive tlicrapy, family counseling and individual and 
group psychotherapy. These services were provided l^y a small unit for a limited 
number of difficult cases. This unit constituted the first ctMnmunity-bascd 
program that attempted to combine cognitive therapy with t)ther iiuervention 
techniques to alleviate the multifacetcd problems that characterize the situation 
of these persons with severe brain injury and their families. 

The unit at Tel Aviv University was research oriented and served persons whose 
brain injury had resulted in severe ct)gnitive and beliavior pri)blems. Therefore, 
it was not set up to help large numbers of persons with TBI treat other veterans 
whose brain injury was acctimpanied by less severe behavior and cognitive 
disabilities and whose main pmblems were unemployment and stKial isolation. 
In December t)f 1972. the Ministry of Defence's Department of Rehabilitation 
requested help frtnn the rehabilitation psychi)logy priigram i)f the Department of 
Psychology at Rardlan University in setting up a research pri)ject to investigate 
the feasibility of a service fi)r brain injured veterans whi) were living at home but 
were unable to return to their farmer place of employment and had not fouid 
alternative empKjyineiu in the open jtib marke*. A rehabilitation center was set 
up in the Tel Aviv area wht)se purpose was the provision of sheltered employ- 
ment and recrearii)nal serviccN for this population. Initially, the center was part 
i>f a research and demon>tration project that evaluated the efficacy ot the center 
K>th \u improving the functioning of these veieran> and their tamilio in a 
number oi significant areas of activity and in improving these perM)ns' and 
families' quality of life. C^n the basis of the positive results iif this research (Kat:. 
ljal.it:er. iii kravet:, 197S). it was decided lo retain the center as a perm.inent 
service for ihh population o\ veterans. 

The 1^)7) Vom Kippur W»ir si^nificantlv incre«ised the need ti^r eommunity 
programs fi)r veterans with TIM. As a tragic consequence i>t modern weapi>nry, 
a hurly l.irue number ot soldiers sustained head in]urie> and. thereh>re, required 
extensive rehabilitatii>n services. Three additional cinnmunity pri^grams were 
initialed to serve these \ eteranN. These were (a) a day center ai Beit Li>ewenstein 



Medical ami Rchabilitatii>n Center (b) The Natinnal Institute for Rehahilita' 
tion o{ the Brain Injured, and (c) the Unit (or Neuropsychiilogical Treatment 
and Rehabihtation. 

Beit Loewenstein is a major rehabilitation center which is sponsored by the 
Worker Fund's health insurancepr4)Krani. It providesa wide spectrum of medical, 
psycholofjical, and social rehabilitation services for a variety of physical disabili* 
ties resulting from paraplejijta, amputations, cerebrovascular accidents and cerviU' 
cranial injuries. After the Yom Kippur War Beit Loewenstein became the main 
medical center for the hospitalization and rehabilitatii^n i)f persons with TBI. 
This was a natural clioice because the center had acquired experience in 
developing specialized treatment priigrams for persiins with TBI especially with 
regard to the acute stages o( the disability (Najensi)n, Mendelson, Schechier. 
David, Mintz, Groswasser, 1974). 

This concentration o( persons with TBI at the Beit Li)ewenstein Medical and 
Rehabilitation Center required the establishment of new progran^s to uk»et the 
needs o{ these perscins. An extensive umltidisciplinary priigram was initiated 
which with time developed into a center f4)r day care service. In the past, these 
persims had often been hospitalized for Lmg periixls so that they ctiuld receive 
extensive and comprehensive treatmciU. Since hospitalization usually Jikvs not 
encouuige independence, providing this treatment as part of a lengthy hospUaU 
ization was 4)ften detrimental to these individuals* successful rehabilitation. The 
day care center for persons with TBI was set up so that these people could 
continue to receive rehabilitation !»ervices while living at home and adjusting to 
their new realities. These services were aimed at helping persons with TBI atul 
their families cope with the ditficulties associated with reintegniii4)n intt) the 
family and the conuuunity. These services also helped to prepare ihem return to 
the world of work whenever such an outcome seemed possible. This day center 
wa.s the prototype of the services that will k' described in chapter three. 

After the Yom Kippur War, the Rusk Institute at Ne^v York University ottered 
assistance to the Ministry oflVtence in developing treatment programs tor brain 
injured veterans. This offer vva> accepted and Professor Yehuda Beti-Yishay of the 
Rusk Institute came to Israel with a number ot his New York staff to help set up 
communiiy programs for the rehabilitation of veterans with brain injury. The 
origin;ii proposal which wa.s once again initiated and spoiisoreil by the Mini.stry 
of IVfence^s iVpartment of Rehabilitation was to establisj^ two parallel pro- 
grams, one at the Beit Loewenstein Medical and Kehabilitaiion Center and the 
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other a comnuinity-hased pni^ran) at Beit 1 iak)clien), a recreation atui treatment 
center tor disabled veterans near Tel Aviv. However, the prt)posed profjram was 
eventually inixlified and instead of tlie parallel programs two independent 
rehabilitation programs for veterans with brain injury were developed. Ow. was 
the program at Ikit Loewenstein and the second was located at the Beit 
I ialiKhcm recreation and treatment facility. 

Tlie program at Beit HakKhem was set up in 1975 by part of the staff fn^n the 
previously described •uogram at Tel Aviv University which had meanwhile 
ceased functioning. <ussor Ben-Yishay spent a year training and supervising 
the team working on the project which was an intensive C4)minunity-based 
program along the lines found tulay at the Rusk Institute and other centers 
thn^ughout the world. The IkMt HaK)cliem program evennially evolved into the 
National Institute for Rehabilitation of The Brain Injured which will be 
described in chapter four. 

The Natiimal Institute h^r Rehabilitatiim of the Brain Injured has recently taken 
over professional responsibility for another conununity-based program in Haifa 
which was set up to serve persons with brain injury who reside in the niirthern 
part of the country. This program was initiated in 1981 as a joint venture of the 
Ministry of Defence's Department of Rehabilitation, the National Insurance 
Institute and Keren Mifalei Shikum. The latter t)rgani:ation is an affiliate unit 
ot the Ministry ot LaK)r and SiKial Services and is responsible \ot .setting up and 
maintaining Vi)cational evaluatii»n centers and sheltered workshi>p.s fi^r persons 
with a variety of physical, cmotii)nal,and social disabilities. The initial group of 
persnn.s with TBI .served by thi.scenter included both veteransandcivilians. The 
priJgram for these person.s wa> set up as part of the Ministry nf LaKuir and Social 
Services' evaluation center in the Haifa area. These brain injured persons, m 
addition to participating in the ueneral work experience.s pri wided by the center. 
tiH)k part in separate treatment pn^^^rains especially desi);ined to vleal with 
sequelae ot the brain injury. Tlus cooperative arran^^ement was recently terini- 
n«»ted and the unit tor persons with brain injury has become an mviependent 
community service which is managed by the National Institute for Rehcibilita- 
tionot The Brain Injured iind fundedhy the Ministry ot Defence. This >ervice will 
be described m more detail as part ot chapter tour. 

The last .Ii.ipter will describe the services provided b\ the Unit tur 
Neuropsycholouie.il Treatment and Rehabilitiition. Tins coininunity pri»ject 
wassei up in I ^^77 fumeet tlie needs of persunswith br<iin injury torw hiun the 
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existiiiR services were inappropriate. The fiiundcrs of this service were originally 
Staff members of the project at Tel Aviv University and Beit Halochein who 
joined together to set up this program. Psycliologists involved in the program at 
Tel Aviv Univer.iitv were asked to continue seeing their patients on a private 
basis when the project at tlie university was terminated. Thi> private treatment 
program provided the basis for the opening of the unit which also receiveii help 
from the Ministry of Defence s Department of Rehabilitation. The persons with 
brain injury initially served by the unit were rehabilitants whose behavioral and 
Cinnmunicative dysfunctions rendered them unsuitable for the structured pro- 
grams then available. On the other hand, patients who were employed, but 
because of cognitive or emotional deficits, required treatment in order to help 
them cope and maintain their empli)yment status (Klag 6i Moed, 1990). 

fiW persons with brain injury in Isniel are eligible Kir services provided by the 
various rehabilitation agencies. Three principal pieces o\ legislation form the 
legal foundation for the provision of rehabilitation services to persons with 
disabilities; The Compensatii)n and Rehabilitation for Disabled Veterans Act of 
1949, The Work Accident Act of 19S4, and the General Disability Act of 1974. 
Wheras the Department i)f Rehabilitation of the Ministry of Defence is charged 
with carry ing out the mandates nf the first act, the rehabilitatiiin branch of the 
National Insurance Institute is charged with carrying out the latter two acts. 

The legal distinctii)n between the status of perMins disabled as ;i consequence ot 
military service and the status o\ persons disabled in civilian circumstances is 
ingrained in rehabilit.itiiin in Ismei. in this way, the nation honors those who 
paid an extreme price to ciirry iHit its missions. The eligibility criteria tor serv ices 
by the department ot rehabilitation of the Ministry of IVfence are: injury or 
illness incurred during military service. 

C .^vilians with disabilities are served hv a number ot agencies. The rehabilitation 
department of the N:iiionai Insurance institute serves persons injured in work 
accidents, those injured m acts of terrorism, aiui widows due to spouses' worV 
accidents. These persons are entitled to reh.ibiiitat ion services to enable them to 
return to work, in addition to the above mentioned agencies, services are also 
delivered to the general public by rehabilitation agencies established hy special 
leuislative amendments within different government ministries. 

The IVpartmentiitRehabilitaiionot the Ministry of iVtenceisi urrently serving 
1 ,0^)2 veterans with brain injurs i>t w hoiu fvSf> .ire clasMtied as Wm^i mildly brain 



injured, 225 with imxicratc hum injiiry ami 179 iks having severe brain injury. 
The National hirairance histitute estimate that out of a tnral population of 
approximately 50,000 persons receiving disability pensions. 1,400 (2.8%) are 
classified as havinp some form ()f TIM. These persims were injured either at W(>rk, 
as a result i)f terrorist activity, or as a result of traffic and other kinds of accidents. 

Summary 

The need to help disabled veterans has always been an impi^rtant moti varion for 
tiie establishment of rehabilitatiim services. Boib in Europe and U.S.A., the 
aftermath of the two world wars with the resultant lar^e number of disabled 
veterans provided tht' impetus for the initiation and expansion i)f services for 
persi^ns with disabilities (Obcrman, 1965). Because Israel has had prolonged 
severe security problems, disabled veterans have a special status in Israeli society. 
As a result, the ministry responsible for the rehabilitation i)f this pi)pulatii>n has 
often played a pioneering role in the establishment of new innovative services. 
TherehabilitatiiUiser^ icesprovidedforthispopulaMi>nareami)ngthebest inthe 
ctuintry. The Department of Rehabilitation of the Ministry i>f Defence played a 
particularly central role in establishing a variety of services tor persons with TBI 
and was responsible for nearly all of the community rehabilitation services 
available for this population in Israel today. Without any iloubt the fairly 
extensivecommunitysers icesavailable today for both military andcivilianbraui 
injured persii vs i>. the result o\ the initiative and tunilin« o\ the Ministry o\ 
Defence\lVpartnKMiii>fRehabiliiatii>n under thedireciiU ship* >f Mr, AryeFink. 

This nnmi>graph is iledicated to the rehabilitation profesNionaU serving in tliK 
departmeiu and in the rehabilitation centersdcNcnbed in the foil* m ing chapters, 
as well as to the persons with traumatic brain iniury anJ tlu'se pers4>ns* fiimilicN 
wlm are served by these professionals. 
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CHAPTER TWO 

A Rehabilitation Center fc^r Vecerans 
with Severe Brain hijury 

mmoKatzJW. 
❖ 

Intriuluctii)i\ 

This chuptcr will Jcscrilv the acrivitics and pnuiediircs of a community 
rchalMlitation center for veterans with severe hrain injury. The center is a 
comlMneJ venture of the Ministry of Defence's Department of Rehabilitation 
which pnwiJes the funding and the rehabilitation psychology program of the 
Department of Psychology at Bar-llan University which is responsible hir the 
administratii^n and professional supervision of the center. An advisory commit- 
tee mavie up of representatives of the Department of Rehabilitation i)f the 
Ministry of Defence and the Department of Psycholoijy at Bar-Man University 
provides administrative and professional guidance with rejiard to policy deci- 
siims. 

The uuiin pnrpo.se for the establhhuk'nt of the center in wa^ to provide 
these veterans with severe TBI who received maximum financial heiK*fits from 
the DepartnuMU of Kebabiiitation but whose i|uality of life remained po4)r, with 
a ciunmunity service that would be capable of saiisfyinn their iweds. It wa^ felt 
that a modified rehabilitation workshop miyhr be m effective meaiiN for 
attaining this y^nd. Twi^ principles: (a) meaningful activity and (h) autonomy, 
were the guidelines for the development of the wurkshiip program and for the 
woiiNhop\ oni^oiny funciionint:. 

The first pruK'iple. meaningful activity, relates to the need tu pn»\ ule work and 
other activities that allow the rehabiht.uus to make meaningful UNe of their 
personal and soeial resources. Many i^t these veterans had been einploycvl for 
ye«u> prior to their injury and in some cases hail held senior pi»Mtions m privnte 
and mu-ernuKMUal oru.mizaiioi^. tethers had been stuilyii^y at universities or 
wereplannini^on ur«vleriakinu such studies after demobilizatujn. Alihounih these 
veterans were now fuiKtionmij at a lower ci^miitive level .is ii result of the brain 
iniuiA. ihev still .ij^peared tiulesire \vi>rk aikl intelleiiu.il ities uhkh would 
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help nuiinr-ciin their sclf-csiccm iiml prt)viJe ii incnns for sclt-actn;ili:arion. 
Therefore, this workshop and rehahihtation center had to he different from the 
traditional sheltered workshop which generally serves persons with development 
taldisahilitiesor severe physical disahiliries who have often never heen employed. 
hi addition, some of tiie veterans who were candidates for the center had heen 
previously referred to existing shehered workshops whicli had not heen ahle to 
satisfy their needs for self-esteem and self-actiializatiiJn, and suhsc\iuently they 
left these workshops. Therefore, the center had to provide these veterans with 
wtnk and other activities that would satisfy tlieir unmet reeds. 

The seamd principle, autonomy, relates to the proyrammatic and psychosocial 
effort invested in encourayiny these veterans with hrain injury to participate in 
the administration, decision makini:, and daily operation of the center. This 
application of the principle ot autonomy was hased on the assumption that 
enciHirapnu the rehahilltants to accept these responsihilities would help in 
making the activities miue meaningful and, thu>, would help the rehahilitants 
regain their dignity and .selt esteem. 

The Kehahilitants 

The center serves veterans wiili severe TIM who are ref erred hy ihe rehahiliiation 
depiU tUK'nt ot the Ministry of I Vfeiwe. Initially, the reterrais were peiiple who, 
prior to I heir lefei raj . had experienced failure in * >ther sheltered wi ^rkshop setnnu 
.ukI were unemployed, iivinji constricted and non-pruluctue lives. Their low 
viK*atu>niii and social st;uus .ind their low level of life satisfaciion were not only 
.» siuirte o\ distress tor the individual, hut also yave rise to family confhcis. 
Anoiherclienipopulaiiontiom which the center received referrals were veterans 
with TIM who. because of severe hehavior pvor^leius. had heen insiirutionali:ed 
inpsvchiatric hospiialstor exu iv-^ive periods of nine. Sonu'ot these veierans had 
Npeiu .IS Innu '1^ -0 veavs in these hospiials. 

^^»w. lehahiliMnis with seven* Inain damage are referred to the ceiuer on 
disJvirjiefn »m hi>spiial after complei ion ot an extensive medicah psVLht>lon»cal. 
and cn»^ninve treatment process. The cominuniiN pri»t!raivisih.ii willbedescrihevi 
iiulie tollowu^U chapters also refer rehahiliiaiu slot he center The laiier referrals 
areeiieniswho\seredeemevlnon'feaMhleforemplv»vmeni in theopcnjoh market 
after oMupleiioii ot the lommuiutN proeram aiul follow-up process. 



The rchnbilitanis differ fmm each other with refjard to the severity of the 
disiibihty» dale of onset, coj^nitive deficits* einotionid problems* persouidiiy, nue 
and family status and their expectatii)ns from treatment and perceptions of their 
di<iabilitics. However, they are all severely disabled in some areii of funcf ioninu 
and they all shiire relatively severe social and vociitional handicaps. Many of 
them had been rejected by their families, are divorccil or are an extreme burden 
oi\ their families because i)f their need for constant supervision < nvi v .i. ; 

At present, 4 1 miile veterans ranyiny in aye from 2 1 to 6 1 iUteiui lu* t enter five 
days a week. All of these vetenms had experienced some bnnn in)uiy ana leceive 
disability pensions thiit are yenerally sufficient for their own and their f;imdie>' 
support, In addition, all their medical needs are provided by the IVpartment of 
Rehabilitiition and they iire coiuiected li» a medical folluw^up proyrJin to which 
they can be referred if neces.s;iry. C^onsequently. the motiviUion topiirticipate in 
the activities i)\ die center is probably not financial but for the satlstaction of 
i)ther needs. 

The Center's Activities 

The center w;is .set up with the purpose of providinj^ the veterans with a 
vocational and social framework that would satisfy their needs and improve their 
functioning in a number ot life areas (Kat:, h)84i Kar:. daiatrcr. &i Kravet:. 
I^7S). The jisMimption was that in an environment rei|uinni! autonomous 
responses, basic human needs most clearlv emerue .uid. therefore, can be 
optimally satisfied. The center's yiul w.is to create a sheltered eiu ironment that 
is sufficient ly chtillen)^in)^ ti» provivie opportunities fijr s.uisfvin)^ .i nuudxTof the 
rehabilit.uus* b.isic human needs. Maximum treevlom of cluuce h.dloweJ and \^ 
hypiuhetically aimed at providing each reh.ibilit.mi with i\w opportuniru s .md 
stimulation ti) take iis much respotisibilitv as |\>ssible Un their own life and 
action^. The uraduateJ i^sychoMaial and vocatuuvil t.isks .jre set up tiMssjst the 
rehabilii.uu fo .uhieve .i ^re.iter undersraniiin^ and awareness of theruNeh es. 
their needs .ukI .ihilities .ukI how these neevb ^.an br met. Thh l^ .i ^ft*p ti»uarvl 
yivmii them back M>me H*if wi»rth aiul the feclmu *if .kLiitnplidum*ni. 

The aiti\ iiio ot the tenter .ire dis ided up iMio .i number of .k tivM\ ari-.iN .in m1 
iHil in IV^ure I- hath reh.ibilifatu h free to partk»|\itc in '1k*h' .ktivities 
actordinu t4» tluir needs aikl al>ilities aiul in voordinath>n w iih the xi.ilf. 
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Vocational Activities 

From the onset, work was ni)t (Mily perceived as valuable in itself, b.tt alsi) as an 
educational t(Hil with implications for stages (^f an iiulividual's accomnuHlation 
tothc center. Work wasseonasameth(Klfortheres(Kiali:ationi)ftheimliVKiual. 

.nd for the teaching of the skills required to benefit fn.m the center. ViKatumal 
activity was structured to generate intrinsic motivation, identification with the 
vvorktasksandthecenter.andthewillinKne.sstoinitiateactivitiesandtobca)me 

involved vith different aspects of the center's pro^ram. The difficulties created 
bytlK-severephysicalpr()blemsv)ftherehabilitaiUsrelevantt(.tlKMWi'"ii.'|''« 
of vocational activities were le.ss troublesome than were the difficvilties that 
arou.se from cognitive, emotional and motivational problems. Vocatio.vil pnv 
yrams were developed that use work to a.tempt to limit the em<»tional damage 
and behavior problems, to improve imagination, and to foster creativity and 
ambition. Staff sounht methyls to use work as a treatment mode to iinpri.ve the 
quality of life of these rehabilitants and to help them achieve normal patterns ol 
life within the limitations of a .severe disability. 

"Orderly conduct" is often cited as essential for any educational, social or 
personal achievement, but when it becomes the major «nal ot psychosocial 
intervention, other more important «oals may be endlessly deterred, or totallv 
nenlected and a rehabilitation workshop may become a secoiubrate indu.strial 
workshop. With neither the potential for economic «ains. nor the potential to 
enable social and persnn.il growth. As Power and Marinelli ( U)74) statc"because 
ofiheneedf(.rsysteinationnitineactivities.manyworkshopscrea.eanatmosphcre 

of low expectations and as such, the disabled .ire only contained in their 

We were ..war. ot the problc.s f..ced bv other workshops wlure monotonous 
work lud buoim- the routine. .MthouKh pr.Khictiv.tv was otten publicly 
clamu-d to Iv a mens of ..cb.evini: the uoals of reh.ib.l.tation, it has often com. 
,,Jomuutctheworkshop\deUs,on..v.k.M«lWoluUv6.K..se.l97^).Theretore 

„K.ihvKlsof<.ri:an.:int;theworkwcrcsoui^htwhKhwouldhelptooverco,r these 
problems. The workshop'^ vocanon.il activiuo were oruan.:ed so tiut the 
reh.ibilit.mts could let s„ff kno« both uiform..llv and form.ilU whetlur ilwv 
weredissatisheJ uith .in\ t.isks. 



Il l IK M..i..--,-ni-l. V 



Work Stationy tJrou/) leaders 

Work statiDiis were set up consisting of three to four rehabilitcuus. bch work 
sratiiMi electeJ n ^nnip leader and was responsible for assembly of a product. 
Within each «roup tasks were allocated according to iibihty. The work leader was 
respimsihie for the smooth running of the work station quality control and 
discipline. Ar first the functioning of these work stations was dependent on the 
professional staff, but slowly the individuals in the stations beyan to function 
with only minimal guidance from staff. This transition from relative dependence 
to relative independence was a slow process, but one which had a profiuind 
impact on the work stations and on the rehabilitants who were employed by 
them. This impact manifested itself in a number ot areas, 

[.The rehabilitants initiated a sysrem of rotation by which they would move 
from one work statii^n to another as required ti) facilitiUe pn>duciion. 

2. The rehabilitants developed an operational interof in improving production 
by reducing problems, fiuilty components inadequate tooling, and uicomplete 
work. 

VThe rehe^bilitiUUN iV>Numed the taNks of supervising, helping, and enciuaatiinu 
those rehabilit.mts wlui were piHir Wiirkers or whi) required citise and Ciin>tatit 

supervision. 

4.TlK'rehabilii.intsuiulertnok theaJequatenumteiunceof tools and the Mipply 
of raw maierials required for productioi^ and ottered advice and consultation 
In the siM on the kinds ot jivjs required for the v;irious Wiirk stations. 

\ The rduibil I t.uu^ weiv respoOMblf torqu.iliis lonrrol and ihc ihetkinji! I't ilu- 
nnished proJuit Ivton* dhp.itch lo tlu- contr.ktors. 

(vThc reh.ilMlii.ihh bet.une iiuoKwl with ihe adininiNtranu" v^»»rk aHM»u.ntd 
vuih pufiin^ rotifther tlu' \ ariouN components, such inoiuhK aciouiUN. 
billu^L:\ priKliKMun Niansiio. ^U\V control, and ihc Kinking p.ismeniN 
reic'ived tor ilu* ssork, 

Ar pri'Mni.ihi'^ s\sfc'mot uork Nt.iiions votuinues to hnu ih'h in more or IrsN the 
Mine lu.inru'r.iMtvlivlinmalK. Tin- Nt.itt eiuour.iUi'sperNon.il initiative.^iKbjroup 
or uulividu.il Miiij^eslnw^ tor ehan^e .ind improseineni SrniuuleN tor leaJer^lup 
.ire tuler.itej .uul iiuhsivlu.il .K\ept,iiue ot re^|\)n^ibilii\ I*, eiu. uir.ii^ed. even 



when the strusKlesaiklindiviJualitycrcated group frictit)ii.T^^ 

strengthened the group as a whole aiul in the long run, the awareness of the 

rcs|H)nsibihiy of each individual for his group and the center. 

Type of Work 

At first the center only assembled electrical componeius uiuler sulvconiract for 
a number of factories. The work ctinsisted of the assembling of switches* timers 
andctnurol apparatus which requircil both manual and tool activities. With time 
it was found that this type of work was not sufficient to meet tlie needs of the 
relwbiliiants if we wished ti) make use of their maximum potential. Furthermore, 
a number of rehabilitants demanded more complicated and stimulating work. It 
was decided to Kx^k into tl^ pi»ssibili; /ofiiwluding some kind of manufacturing 
task. Under the initiative of the occupational therapist a new department wa> 
opened. This department priniuced children *s lampshades, mobiles, and various 
puzzles and games which were sold to stt)res. The next step was the opening ot a 
carpentry shop where bar stools ariisis* easels, .small piecesof furniture and other 
items were produced on a contract basis for a number of permanent customers. 
In addition any furniture repairs required at the center began to be carried out in 
the carpentry shop. A new source ot" work activity was a niirsery where shrubs and 
plants are grown and sold \o the public. Silk paintmg is presently being 
investiuated as a possible source ot work tor a number of rehabilitants. After 
discussion with an appri^priate siiitf member, reh.ibilitants can change the kind 
of work they perform i»r they can work part of the day in one area and in another 
for the rest of the day. Oenerally new rehabilitants work tor trial periiH.ls in a 
number of areas until they find tasks that are satistviny and interesting. In some 
cases the iKCiipaiional therapist u^o^ the work station as an individual tiainmj: 
proj^ram tor a new rehabilitani who requires iiulividual atteniuuv 

bor a luimlvr o\ years, the rehabilitants receivrd payment ti^r their work at the 
center. These pas nient^ were determined h\ an ad hi »c wage comm it tee consist mu 
ot three rehabilitants. Ntembership i»n thh committee was rotated everv ini>Mth. 
Threecnteria: attendance, perseverance and pHkluctivity were used to deternune 
each rehabihf.iiu's moiuhlv wa^ie. A more detailed description ot this methoil is 
presented by Kat:» et aL, ( h)7N). As the r'«mber ot rehabilitants iiureased, tbis 
priKvdure became loo unwieKlv .ind the rehabilit.mts eventually decided to do 
aw.i\ with ii A.urreiitK , the renumerath»n received tor the work carriev^loui m the 
ceiuerhpl.iceduiaLommontund wluch hused (op.i\ U)rl\\ and overnight trips 
.ind sovi.il auivmes .iiul pariie^ .it the lenier. 
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Educational, Avocatunial, and Social Activities 

The guidelines for setting up the center were derived from a broad re- 
conceptualization of the functions and yoals of the traditional lehahilitation 
workshop. Witliin this reborn ^ptualisation, provision of viKationalopj^munities 
is only one of the means used to achieve its i)verall yoal of improvins the quality 
of life of tl;e rehahilitants. Prior to injury, many of the rehahilitants were 
pri)fe.ssionals or university students wluw intellectual ahilities were fjenerally 
hijjh, As a result of the brain injury, their intellectual and cojjnitive ahilities are 
lower, however, many of them still express tlie need for intellectual and cojjniti vc 
stimulation, which seems extremely important for their feelin^^s of self-esteem 
and general lite siuisfaction. Consequently, in addition to woiki educational and 
other activities were introduced inti) the center's proyram to satisfy these needs, 

The work day begins at 8:00 a.m. iind at 10: ^0 a.m. there is a coffee break for an 
hour. The coffee break, in addition to providmjj an opportunity to have coffee 
and a lijjht breakfast, is also used to foster interpersonal interactions, t lames such 
as chess, dominoes, and Chinese checkers are available and the rehahilitants are 
encourayed m take advantage oftheyames and participate in these activities and 
other informal sucial activities. Rehahilitants who are not familiar with names 
are tauj^ht htuv to and <'.»couraued to play. These activities are a break trom work 
and provide co^^nitive stinujiation and opportunity for the developmetu uf 
MK iali:atU)n skills. These mformal activities are especially important for new 
ivhahilitants, since they are .in important nuMH^ of becoinin)^ acquainted with 
ilu' other rehabilitants anvl, tluis, facilitate their intej^ration intii the workshop. 

\\\ addition to these infi>rmal sik i.il aer^Vllle^.each rehahihtant isciKouiMiied to 
participate in a number of more structured learninu aiul .ictivity turnups. These 
.iciivities are presented in f'UMre I. and m.iy be earned out m *»mall iiroups, in 
pair>.or individually. dependifV4*>n the t\pe of .letivitv.ind the ind'vidu.il need** 
of the partieular rehabilitant. A snuiH stikK ^roup eiUMNts o\ up to four 
rehahilitants who meet rodiseussand stikk a subject wlueh hot interest to them. 
Teaehersare avail. ible whoaet .is miides. tostennt: interactuwi, but pLieinu uuire 
andnu^re respunsibilitvi^n the metnbersof thei^roup. in somee.ises.irehabilii.tnt 
will work \uih aniulier rehabihtant on a speufic pn>blein. For e.\ain|^le, a 
rehabiht.nu wiih.i speech problem, in addition to form. d speech tiier.ipv. u ill he 
etKoura^ed to pradke with another reh.tbilit.UH what he h.h le.uned during 



therapy. These cictivity groups faster lielp'Riviny and nuitiial supp»>rt and a 
willingness to think about others. Thus, the ^niups may tend todiininish the se!»- 
centeredness that may he sometim'JS chamcteric ot persons with brain injury. 

Offerinjj a variety of activities increases the probability that each rehabihtant 
will discover an area ot interest that is both Cimunensurate with his abilities and 
satisfy in^. In additioii, the rehabilitant and the staff sometiines disc()ver stren^iihs 
of which neither were aware. Thus, a rehabilitant who participates in a paintinjj 
jjroup with the art therapist mi^ht realize that painting is an enj»>yable and 
satisfying activity. The art therapist ini^jhr discover that the rehabiliratu has 
artistic pi)tential and. therefore, may encoura^je him tv) continue painting and 
even to enroll in a painting course in the community. As a result t)f such expiwure 
and experience, artistic endeavors have become a significant activity ftir a 
number 4)frehabilitants and have had a profound impact their self-esteem and 
hehavii)r. With time, a number of rehabiliiants have sht)wn dieir art wt)rk in 
exhibitiiMVs ^)r^;ani:ed for this purpose. The drama and puppetry groups hcU'e aisi) 
performed bef4)re invited audiences during various Si)cial Matherin^s organized by 
the social CiMumittee. 

In a nmnber cases, participatii)n in an activity ^roup has resulted in the 
acquisition of certain vocational skills which allowed the person to tbem use 
theminrhciipenjob market. Such anoutcomeoccurred in rheareaotci)mpiiiers. 
A rehabilitant who biid never been involved with couqniiers became interested 
in them and with time demimstratcd an ability to work with them. Thi.s 
rehabilitant subsev|uently learned a program which is u>ed in aiit^i repair shops. 
As a result be wiis placed in a job where he ci uild use these sk i lis. 1 he eduCii t ii mal 
activities, in addition to their enrichment role, are also geared to impmvinu 
functiv>nal day-to'day skills. Thu>, arithmetic is tauK'ht to help with the family 
bud^;et or to help one's children with their homework. 

ThiN encotirauement to express aiul UNe residu.il abilitieN th.it N.Ubtv needN h .in 
impv»rtant facet of the .ictivitieN ot the center. Ir been denumstMied that 
these .ictivitv i^roiips can play .i Nii^nitic.int role m miKiitvinn inappropriate 
behavior and iinpriivmy the selt-imaiieot the reh.ibilit.int. Thev are also .isouree 
ot positive feedback trom the tamilv and the envuonment. 

Therapeutic Activities 

The center pro\ ides .» r.uii^e ot ther.ipeulK .ulivitieN lode.il \\\{\\ the problems 
ot the reh.ibilit.inis .md lluir t.imilies. These iiulude indiMdual counsehui:. 
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cognitive therapy^ ftimily therapy, marital counseling, psychiatric interventions 
speech therapy, and RroUj. counsehnE. A consiihinq psychiatrist is availahlc once 
a week to monitor the hehavior and the reactions to the medications which have 
heen prescrihed for persons with severe hchavit^r prt)hlems. 

The center has an imponant role i)f providing the rehahilitants' families with 
ongoing support and counseling. Over the years various groups have heen 
organized for the families. Two very central examples of these groups are: groups 
for parents of unman ied rehabilitants and groups for the wives t)f the married 
rehahilitants. In K>th of these groups problems related to the rehabilitants* 
functioning and activities in the home are discussed. These groups have an 
additional hmction, that of providing the parents and wives with a support group 
and an t>pportunity to loam from each other ways of dealing witli the mutual 
nrobleuis thai arise from hav ing a severely disabled brain^injured person at home. 
In addition to the group work with families, rhe social workers at the center 
maintain ongoing contact with the families to ohum feedback from them and 
to provide support and counseling when necessary. Pari of this ongoing contact 
with the families includes peritnlic visits to the rehabilitants' homes and the 
participation of the families in soci.u events at the center. Even years after the 
injury, parents and wives often cimtinue to require supportive and counseling 
services. 

A number i)f severely di.sabled rehabilitants require the assistance of attendants 
in the activities of daily living. In some cases these attendants live with the 
reiiabilitaiu in an independent living arrangement. The staff at the center 
provide ongoing individual support and supervision for these attendants. 
perience has demonstrated thiU this support and supervision for attendants is 
extremely important in preventing burnout. 

The rel .abilitation center sees its role not only as pros idinu a place of work for 
the rehabilitant s but also as a source of suppi>ri. guidance, and therapeutic 
intervention tor many aspects ot the rehabilitants* lives. Therefore, these 
Mipportivc and counseling services ure an integral part ot the services provided 
by the center. 

Tf {/: C .liSTHH'S ADSUmjRATli )N 
Sharing Maivtgemenr Respi)nsibility 

TIk' philosophy ot sharing ropoi\sibility with the rch.ibihraiUstiir rhi* mana^a*- 



mcnt, decision making and smooth runniny of the center is expressed in various 
ways. Three rehabihtants are elected by their fellow rehahilitants to serve as a 
social committee and to act as a liaison between the rehabilitants and the staff. 
The functions and responsibilities of this committee are: 

1 . Toeusurc the smooihruminffandmlmsihk mamiRment of the xmk mtions. One 
member of the committee is responsible for making certain that an adequate 
supply of raw material is available and that the finisiied prixiucts are sent off 
on time to the suppliers and that payment for tiie work is received. This 
includes taking care of tlie orders and delivery tif fiiHHis and prixlucts and bills 
associated with the work. The Ciimmittee visits facti)ries together with staff to 
ascertain whether a particular factory can provide appropriate work for the 
center. 

2. To deal mth hierpersomd conflicts ami dmplimry pwhlems that arise amonR the 
rehabiliiants. The committee deals with complaints against a particular person 
who is not pulling his weight or is causing disruptions and takes disciplinary 
action against these uulividuals if the complaints against them are found to be 
justified. This disciplinary action can take the form of suspending the person 
from the center for a period of time or the payment of a fine for inappropriate 
behavii)r i)r damage to the center's property. The committee can grant special 
leave requests for leave of absence or permission to come to work late. The 
social conunittee also assigns such tasks to various rehahilitants as the re- 
sponsibility tor the laundry, buying groceries, and waslung the cups after the 
ci>tfee break. 

7'()(;r/j(ini?e j?tuhenn.ti.s. These g.uherings iiK'lude parties U)r families and friends 
and trips iuul outii^gs for the group. 

4. / 0 mam^ic the jimnces uj the i^nuf). One member of the social eoimnitiee ha.s 
the right to Mgn checks and thus takes c.ire of" the group's hank account, keeps 
the books and controls the expenditures of the rehahilitants* activities, 

C We a month all the reliabilit.ints meet todiscus.> problems eirlier related to the 
group as ii whole or particular individuals. The social cinnmitlee raises isMies 
at these meetings ti)r group approval i>rdecisuM\ making. During these meetmgs. 
the rehabilitant> have an oppi>rtuniiy to take respiMMbility tor the workslH)ps by 
expres>m^ their opiiuons and voting on isMies. 

It should be meniioiuvl that thisshannuot respr.nsibititv 'a as. i process which was 



developed over a niiinber of years. In order to facilitate this process, the vsocial 
Cimimittee tneots with the professional staff periinJically U) discuss problems and 
to make sui;yestions for chant^e. 

OrganizatiiMi of Daily ProKram 

Each rehabilitant has a daily schedule activities which is displayed on a special 
bulletin for this pnr^')^)^e. hi this wj\y each rehabilitant kniuvs where he should he 
at any '.me time during a particular day merely by Kiokiny at the bulletin boar^l. 
However, some rehabilitants have a little wallet in their pi)cket with their 
timetable to which they can refer if necessary. If a rehabilitant is unable to read 
K)T is disoriented, one of the members of the social committee will remind him of 
his scheduled activity and send him to the appropriate activity. In this way, the 
staff can also supervise the daily activities of the rehabilitants. The rehabilitants 
attend the center fivj days a week, Sunday to Thursday, from 8:00 a.m. to 2:00 
p.m.Transp nation is prtwided to and from the workshop fi)r most rehabilitants. 
In some cases the families are responsible for arranjjinjj the transportation of the 
family member. 

Pri)fessii)nal Staff 

Atpresent, the professional staffer insists i)f the directiirottbu Center, a half-time 
rehabilitation psycln>li)yist, twi) wi»rk superviM^rs, three teachers (computers, art, 
general), a social wi»rkcr, an t»ccupatit)nal therapist, a tulhtime arts and crafts 
specialist, a half-time speech therapist, and variims specialists who work on an 
hourly basis and run specific activity yruups. In addiiiim to their specific 
professional roles, each staff member acts as a case mana^'er for a number i»f 
reliabilitants. The alK»cationi»f reliabiliiants tocase managers is generally based 
on the quality of the relatii»nship that naturally develops between stafi members 
and rehabilitants. Staff members are encmiraf^ed to form inform.il relationships 
with the rehabilitaius which then form ibe basis for further therapeutic work 
with the rehabiliianfs. If, for example^ one of the work supervisors develops an 
open and i^enuineieltiiionship with a rehabiliiant^then when necessary he or she 
may counsel with that rehabiliiaiu under the supervision i>t the psvchi»|ot;ist or 
worksl'ip director. 

Unj ot Volunteers 

As the m.iin purpose ot ibe cenici . i!tpn>ve(iuni i>t rite overall v|ualHv ot 
hfeot iherebabiluatus.ettiiri is.i^. \\\ in providing ^^rvkeslijr leisure nme 
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activities. Volunteers are often used co initiate and supervise these activities. A 
number of the rehabilitants, especially those with severe cognitive and behavior 
problems, have volunteers who spend time with them after work or on weekends 
in various social atul cultural activities. These activities include ^oinn to a movie 
or museum, shopping, and teaching appropriate social skills by nuKieling or by 
repeated practice. These volunteers receive supervision from the center's staff. 

Volunteers seem to help the rehahilitants use their leisure time more effectively. 
By spending time with the rehabilitant, Vi)lunteers also provide respite care 
which eases the burden on the rehahilitants* families. 

Data DU Persons Served by the Center 

Since its inception the center has served another 25 veterans with brain injury 
in addition to the present 41 rehahilitants. These 25 veterans had spent at leajit 
three months at the center and ceased their participation in the center for a 
number of reasons. Some of them were older veterans who were close to 
retirement age and felt that they did nor need the services of the center any 
longer. A small number were referred to other sheltered workshops becr»ise of 
their special iK*eds or necause they moved to other cities. Veterans who had 
improved to the extent that they could find employment in the open job market 
were encouraged to do so and are followed up by the center*s staff. Some 
rehahilitants left the center after a number of years because the staff felt they had 
improved and attained some type i»f stability and as a result were able to live 
independently in the community without being a burden on their families. 
CA»rtain of these rehabilitaiUs became oi casii»nal workers, while i)therN were 
enrolled in neighUirhi »od community center activities and ^ M the rest of their 
time at hiunc. A Muall number of rehahilitiints have taken liVer the riile tit 
hiuisekeepiiv while their wives are employed lUJtside the home. 

Summary 

The mam gi udot the reh.ibiliiatioiueiueri^io improve! he iiualitvtJt lite ot these 
>everely disabled veterans and their tamilies. In i»rder to tacilitaie ihh. a wide 
spectrum t»fwi)rk.MKiaKa!ul educational activities are available which stimulate 
lntere^t atui alh>w for freedi)m ot choice. The activitie^are aimed at avMstmu the 
rehabiliianis to achieve a greater iinderManding and awarenes> ot themselves, 
their need> .uul abilities, ,uid how iheNe needs can Iv met. 

The center's philosophy is Kiscd on j growth model i)t mi»ti\Miion iM.jslow, 
ill IK .\l..h..cr.iih :\ 



!943) which mnintniiis x\\m the {iratification of hasic iimls stimulates anJ 
Hcneraies h\^\KX order needs and the activities associated with saiisfyiuK tliese 
new needs. \i\ otlier works, the center strives to find the parameters and activities 
tliat can create a halance hetween ahility and performance assuming that this 
halance is what leads to satisfaction and siil^sequent personal yrowtli and self- 
actualization. The rehahilitants are provided opportunities to discover and 
express their ahilities in a permissive atmospliere. The expression of these 
ahilities provides satisfaction and positive feelin>{ of self-wordi and dignity. 
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CHAPTER THREE 

An Integrative Rehabilitation Program for People 
with Traumatic Brain hijury at the 
Loewenstein Hospital Day Care Center 

Dr.}. M, Stem 

❖ 

Introduction 

The Loewenstein Rohabiliration Center, in Raanana, Israel, provides an alN 
inclusive rehabilitation program throujjh its various rehabilitation-ori- 
ented departments. It caters for about 270 patients suft'erinu from a ran^e uf 
disabilities from limb amputation, diseases t)f the peripheral nervous system, 
degenerative diseases of the central nervous system, and hemiple^jia resultinfi 
from CVA or tumors. There are also departments for prolonged comatose 
patients and for the rehabilitation of patients with TBI. 

The structure of the hospital allows follow-up of the patient from the acute state 
immediately fi>llowinti injury thriUiyh ti) mi>re chtiMiic states. In other words, a 
continuity of treatment exists froMi the time the patient is still unconscious to the 
time he returns to his iiatural environment and MKietv. C'oniplete hospitaliza- 
tion facilities are available from the initial post-injury staj^es to ambulatory 
treatment in later stages when the patient return^ to hi^ tamily. 

The notion of eentralinnu treatment tor patients wlio are brain-injured wa> 
conceived after the Vom Kippur Warm 1^)7 ^ when the larye number ot TIM cases 
necessitated the creation o\\m\: facility that would be equipped to treat all the 
injury-related patholotiies. Thus a \\\\ih level Ministry of llealtl) decusion was 
' en to convert the Loewenstein Hospital into a hospitalization center *or TBI 
patients, staffed by a specially-trained team ttMiieet the treatiiient requirements 
of these patients. This was a totally innovative concept in Ur.iel. for until B)7^ 
TBI patients were either hospitalized m v.irioustieneral or psychiatric hospir.ils. 
or thev were kept at home. There had been no si^i^le tr.imework which 
specialized m treatint; all the cfiar.icteristu problems encountered bv these 
I atients, jiul treatment was thus ukoinplete* unj^otessiDihil or spur.ivlu. 
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Why do we emphasize the necessity of a nuiltidiscipliuary team? Brain injury is 
manifested in fiuir muin areas: 

• Loconu)iion 

• Communication (all aspects of lan^uaKe disorders) 

• Cognition 

• Behavior-personality 

The fact that damaiije is manifested on many levels necessitates treatment 
interventi«)n by therapists representinga spectrum of disciplines who are capable 
of workinfj as an intejirated and complementary team. It is ^enerallv recognized 
that the chances of a «iH)d outcome are greatly enlianced when the professionals 
who treat the patient work in close Ci)operation with each other. 

Tills was one of the precepts fundamental to the establishment ot a centralized 
rehabilitation unit under one roof. Since its inception, a multidisciplinary teani 
has been established with the objective of coping with all these problems. A great 
deal of experience in the treatment of TBI patients has been acquired in the 
interim by the hospital. 

A look into the history i>f rehabilitation reveals that at least in Us early stages 
focu.swa.siilmiKstexclusivelyi>n the physical aspectsijf disability. Underlying this 
approach was the conviction that the rehabilitation pn>cevs wa?» Mjcce\stully 
accomplished when the body*.s functions were re.sli>red. We liave since 
learned that the phvsical components ot impairmeiu are acc^Mnpanied by many 
other problems thiU also require .uieniujn. The p.iramedic;»l professions have 
ihu.s been gaining an increasinglv central and pn>minent place in all >tages ot 
reh.ibilii.uion, since the di.s.ibled person isoinsivlered as a whole, .is one unified 
cniiis •.luuposevi of n\.iny intcrreiKting coim^iUients, niHie of uhieh cm be 
i)verliH)ked m the rehabdii.ition proLcss. 

Manv other profvssuin> suuh ps\chi,ur\. clinical psscholo-.v, reh.ilMlitation 
jMcholo^v. Si)ci.il work, iind speech therapy h.ive been introduced into tin 
reh.ibilit.Uioo process, lakinu an u|ual place .ili)nuside phvMoiher.ipv and n»;rs' 
inn ih.it have tr.Klithm.iilv been the iiu^re recouni:ed ini\lalit.L-s fi»r tre.itiuent. 
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PostMnjuiy Treatiugnt: Early Stayes 

Clinical esperience has rauKht us that the physical disorJiTs, which receive the 
imvst attcnti()n, characterize the first vStages after injury and therefore necessitate 
immediate prinicjry intervention. However, with the physical pmhleins there are 
problems on other levels, as described above, which require no less urgent 
inter\'ention. It is known that significant improvements in the TBI patient s 
condifion can be atraincii close to the time oi injury, and therefore treatment 
should be started without delay. The sooner intervention is introduced, the 
jjrenter the chances of . apid and sijjnificant improvements on all levels. 

As with every instance of mental or physical disorders, the padioloyy in the wake 
ot the injury is manifested in all the systems with which the patient comes into 
contact. All factors invoh^d must underjio reorjjanization, particuhirly the 
patient's family. The pre-trauma homeostasis isdisnipted tollowiufj injury, thus 
all aspects of the patieni*s life require reor^janiraiion to enhance the prospects of 
successful rehabilitation. 

The family needs u » learn hi>w to live with the new snuatit>n; Ivnv to rehue to the 
patient and how to as'oid ilevelopin^ reject inn and/or ajj^ressi ve feclin«> towards 
him. especially when (m the stages whc:^ he is Mtill incapable of considering the 
needs oforbers) he demands their exclusive intention in fulfilling his own needs. 
The family usually expresses amhivalence» feeliny dutybound to devote them- 
selves to the patient ou the one han*!. hut not heinnahle to surrender their own 
perMMial needs on the other hand. This conflict uradually intensifies after the 
initial perioil in which family inemheis are prepared to devoie themselves 
unconditionally and tirelessly to impros inu the p.iiieni's condiiion. hiistration 
and hurniuit take oser when the initial symhiosh ce«ises to prewiil. .Ml the^e 
pri^bleins require treatment, which clearly needs lo be compreheiMve and 
ivlev.mt to .ill the problem are.is expressed in the clinical ^ltu»ltlon. 

In llu'll^^t NiaijeN.iner in)iiry. p^Nchok^uical and mki.iI inrerveniinn ^ needed in 
i»rder to become acquainted uith the patient^ problem lontiuuration. aiui lo 
attempt in tind a prehminary M)lutu>n. In our tranieuork, therefore, there is n 
division between the psM bolo^i^t who relates to tiie intrapMiliu .hpe^ts ol the 
patient^ einotii)nal Lontlu ts. aihl the social vyorkcr who relate^ \o iiUerperM»nal 
relaiionships and link^ with (he uMnmuniis. The primary p^H.e^^e^ handled b\ 
(he pn»tesMiWial ilu raphts ar thh st.iiie are a*. (iialK (he lirst Meps in ei>mmumi\ 
rehabililatii^ti. in the NeiiM' tb.it attempts are in-ule to return the perMMi u ith .1 
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disability to his cnvimnmont in cin optimum fmictioning state. As a means of 
attaininjj this iihjectivc, ties are formed with a community representative in the 
person of a rehabilitation worker of one of the major institutions (the National 
Insurance Institute or the Ministry ofDefence) who will assist in the harmonious 
reintei^ration of the patient into the comnumity. The reciprocal interaction 
between the treatment staff in the hospital ami the conununity representative 
alluws the intosrarion of the person with a disability on his luvn terms, and helps 
to prevent him from entering a vacuum. However, in the initial sta^e many of the 
potential priiblems have not yet fully crystallized since the patient lives in the 
sheltered environment of the hospital ward which allows repression and does not 
present tlie patient with real life situations. In tact, the patient is not faced with 
real demands, he is n^n required to handle them, and he is therefore often 
completely unaware of his Jifficulties. 

When the patient leaves the ward, he is usually only partially aware of his 
pri)blems, and th..reh)re often fails to understand the necessity for coniinuinj; 
therapy. After returnint; \uU) the "real" world, however, he tjradually learns to 
recognire the impairments which prevtir him from succeeding; at self-imposed 
tasks witliin his family and social framc»vork. 

Post-injury Treatment: Later Stages 
ru)lli)\V'Ui) Clinic and Day Cmcr 

In order lo soke prol^lems we e^t.jblished an anibulalorv framework with 
rheobjectiveofuviitinii the dhorder.s which appear iiuhe later Nta^es after iiijury. 

Patientsare referred to the day center .iftei aitemptniy to liv e outside for varying' 
pcnodsof tunc. Referral ismadeeirliertluou^h a rehahilitatmn worker (tr^ >m the 
Nhnistrv ot IVtence or the N.itional Insurance Institute) who represents the 
perM>n witli TIM u^ (lie coinmunitv. or alter liav inu lUKleryonea coinprehensive 
and uKcuraiive aNNeNsiueni* m our tollow-up chnic. 

The rehahilit.i(i4»n uorker, asNijjned to tlic pcrsi>n from (he moiueiu he h 
recot{Oi:ed .is mk Ii by tlie Muiistry liav inu a disabiluy» is v ery welbacqu.iinted 
with ihe patient ,md lus [^rol^leius. This worker is at the toretrool ot ettorts ti) 
.isNht rlu' paoeiii m Lopmu \\ \\\\ tla* li.uiuii o\ pn4Mems enctuiniereki ui re.il lite, 
and when the worker feeU that she is unal^le to be etteet iv e ^lle referN the pal lent 
til UN lo beiiin ur uiniiiuie iiA^aiment. 



Upon referrnl the patient iindcrjjocs scvcnil cxaininiUions, including: mulicnl, 
ncurolojjical, psychiatric aiul nciiropsycholoHicnl cxiuninntions. When neces- 
sary* luixiliiKy tests may also he used to assess the pn)hlein (hlooJ tests, EliU, 
scan, physiotherapy examinations, sleep laboratory examinations, etc.). 

Once afjain we stress that our approjich is comprehensive, We always try to 
explain the pathological phenomena from every possible pathological point ot 
view* The iulvanta^c ot our U^llovv-up arrangement is that it enables us to 
evaluate the patient\sKeneralci)mlition,ti)pinpointma)i)rconflictsanclstrenHths, 
ami to assess the decree of social support that can be expected from the person's 
miheu. When the evaluation is complete, we decide whether or not to accept the 
paiieJU into the lunbulatory treatment frauKWork at the Loewenstein Center. 

In order to be accepted patients must meet ihe following criteria: 

1. The patient must he independent in his daily life. 

2. He must be ai4* to li>ok after himself, and be capable i)f Mime nnn^speciion. 
V I le must be able to express binvself. 

4. He must be motivated to iaiprove. 

5, 1 le muNl have "rehabilitariiM) piuentml." 

Since the investiiK'nt per pafK-nt h very \\\^\\, wc nuiM be .li^le toa»cs> whcihcr 
indeed the piUient h.i> the .ibiiiry to cb.mue ;aid improve. 

,Struitu)v of ilw Day Center 

The fe.un eonM^l^l>f .1 psvchuurhi wi^uiiaN >peei.i!i:ed in the uinque puthiiliij^'V 
ot TBI and IS a|v> head ot the center, i linieiil .uul rehabilii.ition pNVcbohf 
UMs. .ind neuropsvcholoi^ists. Moreover, siiue the niut h locafed in j i^ener.il 
reliabilii.uion liospit.il. u benefits troin addiiional uuii^elinu iind iuedk\il 
HTViees needed lor the reh.ibilitation process. 

It >htHild be iHWed here that in (he later staj^es tollowmu injurv, the principle 
fiKih h on the p.iiient's p^vcbojot^ieiil and Ci^^nilive problems, and theretop* 
these are the dhciplines whuh .ire stressed durinj^ tins sfa^e. / Itmi'iiT. uc mn^i 
)hit be >Misli\kl nun (U erl/M)/<i)ij[^ ihc faa iku hram injury w /mnuaiK a mi\k\d >Me)n , 
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The iiiiy center was established in 1975 as a framework wliere the patient spent 
eij^ht hours daily attending; individual, ^roup, and occupational therapies, 
(.linical work wasdivided between psychotherapy and cognitive therapy. It very 
MHU1 became clear that this environment was inadequate in meeting patients 
rei|uiremeius. The patients tended to view tlie center as a maintenance shelter, 
very remote from real problems encountered outside. At that time the nuKlii 
presented by the unit was simply a continuation of the hospitalization ward, with 
all the shortcominys of this approach. Patients slunved little motivation to 
chanye, thus makintj no effort to impri)ve, and therefore remaining in the same 
rearesNive state as earlier. Ow the whole, they expected U) continue receiving 
what they considereil was oweil to them, without taking any responsibility for 
their actiims or their future. They remained dependent on their therapists and 
•ailed U) deveh)p independence. 

ThereMre. the basic Ci^ncipt and structure o\ the center became converted mio 
a kind of extended day clinic which the patient attends once or twice per week 
tor therapy. For the remainder of llv; week he is in a suitable work or iKcupational 
envinnumnt. Here we stress a substantial cliaiifje in our attitude towards the 
imptMiance iif the rehabilitatinn priiccss in TIM patients. Tmameni is licxied a.^ 
only one coinfnjMeru ikn supplements the /nuient*> t'v/vriencv (*/ Yeality, and is under 
no :iraims{unees a suhsiiiuie for ii livery treatment framework represents a 
simulated icality in which the patient i.s accepted unconditionally, where Ik* is 
understi^t kI, anvl where he is pernuited ti> express himself freely. This reduces ilu* 
prospects ot the patient chan«inK and iiUKlifyinK his behavmr. He does ivu 
receive meaninuful feedback to any behavmr distortuMvs so he has no way ot 
kniiwiny to wliat extent i^ihers find his behavior reasonable and acceptable. 

The Trealineni Philosiiphy of the l)ay Cleiiter 

W licn the pal lent ^ referred to rlie unit we face a iai^e ral^ue of pniblenis. I low 
uin ilu'se pn>blems Iv addressed.' As iimuiI \\\ patholo^'ical v.ises, one must Ur^\ 
diaenosi- the clinical sviulrome accurately. The dia^'nosjs shtuikl rvlate to hoth 
pasonaliiN .iiKUojinmvef.iciors. Thi^p<nnf pe rhaps tiescrves some eLil^rai ion. 
The implicalh)n h ihw whew the patient i> eXcUmned, one shoidvl U)k not onh 
tt>r dam.iued fuiK I ions a ^ expressed, for example, during; the neuropAchobiu'ical 
.hH'^Miu ni, huf owe should aUi^ .iiviKze the rem.niwnu sf ronii. he.ililu ahihtiev 
Pie ''.Hue holds irue for person. iliiv evaKiatUMV 



Diagnostic Methods 

Ucfi)ro dcscribinii our dia}iiu)st ic methods it is necessary raise the fundamental 
CDHcepiual issue t>f whetlwvor not it impossible loassess cerebral damage, in other 
words, is there a direct link between function as expressed in assessment on the 
one hand, and healthy or damaged cerebral structures m the other? Many tests 
for diajjnosins brain injuries in clinical practice are reported in the literature. Yet 
from our point of view, the c|uestion still arises: do these tests measure what they 
purport to measure? \\\ our iipinion no hasty decisions should be made on the 
subject, h seems to us that every test measures primarily the quality of thought 
processes. It is possible lo assume cerebral damage on the basis of the quality ot 
various thought prtice.sses. and in particular impairment of these pri)cesses, only 
if pathosnoimmic patterns are found. For this reason, the diagnostic system we 
have devised is grounded on what the literature describes as the characteristic 
function of each cerebral lobe separately, and each hemisphere separately. The 
following functions are tested: perception, praxis, psyclunnotor reaction time, 
verbal and visual memory, lo^i^i^l thought processes (transitive. anali^Mic. and 
inductive-deductive thought processes), eateyorizaiion, organization of thonnhi 
processes graded in complexity from simple tasks with few element> to complex 
tasks wifh many elementN. mathematical problem solvinu. Mo>t ot the tasks are 
presented verbally aiui visually. 

At the LoewensteuU^nccr. the cmphaMs v^hen .kliunihtenuij the te.st> h not 
necevsarilyon t he tjUdnti/idWc* filial result (output). but ratheron thetjiui(u\ot the 
process or th J strategies used by the patient to reach a solution. We consider the 
manner \u which the patient works more iiu] ortani il^an his output, since our 
treatment proi^ram h based on the evalu.ition results. A qualitative analysis ot 
pcrfonuance .illows us to Jhiern the we.ik link in the patient's eoynitivc 
processes and to thiw treat it ratiiioallv. 

Panillel to the neurops\ehi»loL;ieal vliai^nosis, we aUo aJnunistei a Jiaunosiiv 
asseNsmenl barters ^peeiticallv Jireeted rowarJs the hehavioiMl-pv'rsonalitv ele- 
inenr^ tvpical of TIM patientN. Thh nuilti-qiiestiuned structured intervies^ h 
i:eareJ to examine alt behavioral elements m TIM patients, simit.ir te mat 
empli^vedinapsVchiatiK intake interview. Thequesiionnaire isvliviJeJ intothe 
tollowini: seetivjn: ueneral histors iik IuJimu pre-in)iir\ p-' .nolomeal paiholiieN . 
laihe in)ur\. duration ot uiuonNeuuhneNN, den riprmn ot the p.^tlent^ LiJikii- 
Wow M time ot inter\ie\v. vanoib cviiinitive processes iiKludmu the vlittereni 
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kinds of nunnory, asvarenes.s, bcliaviDml characteristics, comparison tif family 
relationships before and after injury, personality traits before and after injury, 
language disorders, sleep disorders, and a Keneral summary which, on the basis of 
the personality and behavioral changes described durinfj the examination, 
attempts lo locate the cerebral damajjc, Each section is detailed and includes 
many questions aimed at obtaining the maximum precision possible in relation 
to present disorders. 

The advantafjc ^f our questionnaire is that it is based on the jjreat wealth of 
experience accumulated over many years of workinjj with a population ot persons 
with brain injury, and it relates specifically to the clinical symptoms encountered 
in this type of pathology. In addition, by means of a qualitative description, it is 
alsi^possihletoquantify the severity otthedisorders according to the interviewer's 
impressions, This type of questionnaire idsii makes it possible to carry out 
research and to compiire patients at ci later sta^e, and to evaluate the severity of 
damage, an aspect which is insufficier: ly described in the literature. 

Treatment Methods 

Only aftei rcachinu a personality and co^jnitive diagnosis tor the patient can a 
treatment proyram be developed. 

The main thrust of the tnatnicnt proyram centers on the two aspects with tlu* 
greatest uupact on the rehabilitcUion process: (a) co^^tihul' impanwnrs and 
(b) behavioral ujul /)ers(nuilir> c/uujijc.s. 

C'i)jinitive Treatment 

Our triMtment policv h based larucly on tlic unpint.uu pniicipk' nt compensa- 
tion. Rather than attempting tocopedireetiv wuh tlu' we.jk t)r Jainat»ed hnk m 
tlie coynitive process, we bvpass u by providing' a treatment tntmewt^rk whicli 
emphasires tlie patient*s stri»nu p^nnts mstead. Onl\ in tlie sceiuid stai^e is tl.; 
patient required ti» transfer his acconip|i>hnienrs to lih luip.nred tacilifv. A 
tvpic.d example^ whicli we liave described elsewliere. \sk)\ a patient wirli scwre 
problems m verbal inemoryand other mental privessesasM>i*iated witli lanuuai^e. 
Treatment was directed at enal^linu him to use tlie tuiuthMis ot tlie nulu 
liemispluTeivbual tools and toniponenis),«ind later lu' was required liOraiislaie 
what lie haddi>ne inttwiu'wrbal iiH>Uat [usdispusai. \X'edenionstMie^l tlvit this 
fi)rmi>t treatment enabled Inin lo enricli his lan^uaue and lu-nce ti) increase lus 
c.ipacitv to tu'crciwue mam l\bk Jittkulties. 
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Many assumptions unJcrly the choice of this therapeutic technique. When, 
during the course of treatment, the patient is presented with a task which he is 
incapable of handling, he will predictably fail, Consequently he loses confidence 
in himself and in his abilities. He reacts with responsive depression and his 
motivation to continue with therapy decreases. On the other hand, when the 
patient is given tatigible evidence that he is capable of succeeding, his self esteem 
and faith in his own ability are restored, both important factors in increasing his 
motivation to continue therapy. His increasing strength allows him to better 
handle failure when it arises, and raises his frustratii)n threshold level. 

Our cognitive therapy techniques aie based on the findings of the patient's 
neuropsychological diagnosis. In other words, every treatment is individually 
tailored and makes use of materials taken from the patient's areas of interest. We 
try to avoid the use of neutral or standard exercises since the patient !• >ses interest 
in them. When given these exercises the patient frequently tails to uiulerstand 
the connection between his work in the therapy roiim and the problems he must 
face in hisvuvn world. We thus attempt to uy» the material that the patient brings 
with him from the outside, and to construct the treatment program around it. On 
the part of the therapist, this approach demaiuis considerable creativity and 
flexible thinking, and tlw Ciuirage ti> tke totally new situatiinvs. For exampl^^ 
therapist works with a student on his school material, with a lawyer on legal 
material with an engineer on engineering material, and so on. Ot course, ehis 
requirement in potentially stressful ioi the therapist since she is woi always 
familiar with the material she is required to work with, but the obvious advantage 
is that there is a connectiim between therapy ;ind the patient's activities outside 
the hospital. The fact that therapy material is carefully chosen is important tor 
the patient since it aUo contributes to his feeling that be is beinu treated with 
respect, that what he does h appreciated, and that the treatment is anchored in 
real life. 

In recent years \U' l^ne iiuroduced an additional ther.ipeuik tonl. cumpuier- 
ban'd CiiLinmve tlwrapv. Vet ai^.iin. baNed i>nour wide experience with patients 
with TBI. we have learned to recoi^nire m.un eharaeierbtic impairments. This 
b.as led io the construction of a ireatmeiu system related ti> the miM coimnoniy 
found problem>. with special emphasis on twi> lUriin are.is: (a) the inability lo 
eoivsiruct hypotheses and (b) rii^idiiy i»t ihinkinii and unpaired shiftmu ability. 

HypoiheMNtonsiruLiii>n..imi>nuall theuuuplex aiul abstract thought prl^Le^^e^ 
m .jaily use. is an inieurative thoimhi prov ess wbuh vlemands the v.ap.Kii\ to m> 
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kyoiid tlwKiv(?n information. This is accomplislunl by Jctcn^ 
the best anJ most cfficitMU way of attaininy it. Therefore, the process used in 
constructing a logical thinighl set demands a methodical approach inviiU'ingthe 
ci)rrect analysis of all the component parts the task, weiKhiny up every sinj^le 
unit of information and their relevance to the yoal, comparing them U) other 
simultaneous hits of information, aiul fii^dly ciMvstnicting the rules go\'erning 
their common dent)minator. This basically complex and integrative thought 
process mobilizes our total cognitive capacity. Clearly, following cerebral injury 
in which many cognitive tlnuiglu components have been damaged, the patient 
is unable to exercise this process effectively. 

\\\ order to cope with these cognitive deficits we thought that it would be 
worthwhile to focus on this particular and integrative aspect of the patients* 
disabilities, namely the difficulty they experience when asked to cinistruci 
hypotheses. For this purpose, several therapeutic approaches were developed 
over the years, based mainly on paper-and^pen exercises. We felt that it would 
be more effective to take intoaccount the practical and psychological lidvantages 
of a computer environment and we therefore developed some specific software 
tor this purpose. We had to write our own si>f(ware because: (a) the usual teaching 
programs on the market are geared for children and (b) the programs geared for 
TBI patients relate mainly lO perceptual problems (visiomotor coordination and 
reactiiui tune). 

Wedeviseda self-contained serioMifl 1 lessons, with about lOto 12 exercises per 
lesM)n, based on hypothesis-torming and -shifting. The training exercises are 
juned at gradually and nu'thodicallv restoring ihb lost capacity to the patient, 
si.u ting at relatiK cly simple levels containing a small number of concepts (e.g., 
color or shape) and graduannu to le\'els m which attention iniisr Iv paid to more 
complicated, abstract, and less nadily noticeable components. 

riuMdv.uu.iueof our trainme exert isi-s is that tlu'\ can be uscvl regardless of .my 
specific dhordiTri'sulunv; In MU TBI. Tbey are const Mieied m such. is\av that thev 
deuKind siimilt.meiuis.u tion of many thmij^iu process operations. Thei»b|i-etive 
is to.ilw.ivsrcLi'e to what isdefuud ashigluortieal functions, ratlu r than tn.mv 
spei itic one suih .i^ perceptual, psyihoiuotor rc.iction timi-. jitcniiun. memory 
jnd praxis. 

Our metlu\l JeliuiteU bi-jd.ipted to u>e sviih .ill lypeMif brain in)nrK-s, suue 
it .iltcinpis 111 jiiiv.ite \.iriiMh li)lv-related fuiKtii>n^ beloni^in^ sitmIU .iiuI 



pennanently to both hcmi.sphcrcs. The underlying principle of the exercises is to 
deveK)p. at different levels of complexity, the integrative thimght processes. 
During training sessions, it is not sufficieiu that the patient answers correctly 
(which does not interest us per se, hut is rather an indicator of his way of 
thinking), hut he is required to explain how he arrived at any particular solution, 
h is important vo hring the patient to the stage where he is capable ot formalizing 
his answers, or in other words, he is forced to conceptualize and verhalize his 
responses and utilize appropriate goal-oriented concepts. 

The advantage of using the computer as a therapeutic tool is that it is appealing, 
"magical " aiul powerful. Patients were observed to he alert, curious, inr crested, 
and above all, totally cooperative. At the end of training sessions they requested 
more exercises and were disappointed that we could not oblige. 

Method 

The series uses the graphics of the Macintosh computer and preseius the 
exercises in visual form. The patieiu works independently, accompanied all the 
way by a therapist. Hvery exercise aims at activating higher iiuegrative cognitive 
functions, and in practice, the following functions are used at all times tor every 
exercise: 

• identifying visual stimuli. 

• collecting all infi urination from the >iimuli, 

• processing, suriing and categorizing thh infiirmation on different levelN. 

• pmper analvMs i • material. 

• constructing a hypoihesb concerninj^ thi- rule^ uiulerh inti the oru.iniMtion ot 
the given mtormation. 

• mniinual icMing ot the h\|^>theMs. 

• diNcardiniiun>ucce>>tul luputheNesanJpertornung.isluft tnuUMruLiinmw\»- 
oiu'Mm the KiMM^t Jifterent caiem»ri:atuMvs, 

• deicnmiunu llw relevant rule. anJ 

• .kiiv.itinu a !R'\^ viMial >tinuiiu> (the next >elt-cnnt.nned unit). 
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For each new exercise different criteria apply, ami if in one exercise the concept 
of color is used, the next one will use form, size, location or number. Tliese are 
vhat may be called simple criteria. More complex exercises require the use of 
different logical rules, and deductive and analytical thinking ability. 

A standard step in the procedure is toalways ask the patient to explain hischoice. 
h is imperative to know whether or not a correct answer is intuitive (right 
hemisphere), or whether indeed it utilises the function of the left hemisphere. 
Since we actually want to teach the patients to translate their perceptions 
verbally, we are primarily interested in left hemisphere activity. This procedure 
enables the therapist to know if thechoice is well-defined. (For more information 
about this technique, please sec our article by Evyatar A., Stern, M. J., Schem- 
Tov, M., 6i Groswasser, Z. (1988), Hypothesis forming and computerized 
cOpjnitive therapy in Roger Wood (Kd.), Co|57urive RehMiiation in Perspective, 
Taylor & Francis, Basingstock England, 1988.) 

Pi ychotherapeutic Treatment 

Psychotherapy is based on the same principles gt)verning ci^gnitive therapy 
outlined above. The purpose of psychotherapy is to enable the patient to gain 
cognitive and emotional insight into himself. This is by no means a simple matter 
since it is commonly believed that patients with TBI are cut off from their inner 
emotions. They rarely describe their emotions spontaneiUisly, and especially 
avoid exposing their feelings to strangers. It i>. impi^rtant to establish a therapeu- 
tic alliance and basic trust between the patient and therapist. Since the patient 
fears appearing to be ^'insane/' he prefers tn remain reticent about himself, his 
feelings and his experiences. C^ne way we Kumd of circumventing this prt)blem 
was tu use, as a therapeutic appri)ach in the imit, materials that express the 
enunlDnal contents belonging to the primary proce.s>es, namelyt the material 
manifested in the patientVs dreams. Another moans i)t Wiuking totally 
unjudgmentally with the patient s emotional content.^ h through art therapy. 

It should be noted that UNing Jreains iis .t therapeutic tool is w tairly original 
approach, since reports in the literature dhcmint the pos.sibility t^' u people whi) 
\\,\\v experienced brain injury dreaiUv and it they do. the dreams .ire ni>t 
remembered. Our experience ha> shiAvn that when the impiirtanceot dreams is 
stressed during therapeutic scssums.a significant number ot dreams are revealed. 
These dreams increase gradually and noiiceablv m nunplexiiy. expressing 
emotii>nal contents as expviience^. 



The use o{ tliis nuiterial makes it pDSsible to jirocess the significance of the 
patient's experiences ihum^h psychotherapy, and often to hisconipletc surprise, 
the patient himself learns of the depth of the levels within. 

Psycliotherapy also places special emphasis on the meaning of the mouvninn 
process through which the patient must pass; wc speak here of a special kind of 
moHrninR, since it is ivunirninKfor tiie parts of his own personality that have been 
lost. \n cases of hrain injury, the patient faces an extremely difficult task which 
demands relating to two parts of his ego: (a) the pre-injury ego and (b) the post- 
injury ego. The gap between these two parts of the ego is one of the most difficiill 
obstacles in the therapeutic process to bridge, since the patient is often unable 
to surrender the ego that characterized and defined him prior to his injury. The 
pre-injury ego becomes Idealized, as we see in all cases of mourning, and thus 
prevents the p;nient fnMii investing in the present for the future. He remains 
entangled in the web of a largely unrealistic past that saps his psychic energy, 
preventing progress towards the future. We believe that the reconciliation of 
these two parts is the major objective of any therapeutic process. One of tlie 
initial clinical signs announcing the first stages of insight is the onset of 
depressive elements in the clinical syndrome, an essential prerequisite tor the 
patient to mobilize his inner strength in order to construct his new identity. 

In addition to individual psychotherapy, we also pay special attention to 
interpersonal relationships following injury, e.specially to intertamily relation- 
ships. Since the injury touches on all aspects of the patieiu's life, family relation 
obviously play a major role in the overall rehabilitation process. 

The day center thu.s provides not only uuiividual therapy, but .iImi therapy tor the 
patient's spmise, either separately or together with the patient. Tliese two 
instances fulfill twototalh distinct aims. Spouses enter therapy tt)tt)cus on their 
own needs, as a s».-p;irate entity. It is not unusu.il to hear spiuixes report guilt 
feihngs when attending to their own r.ither thai^ to the patient's needs. Against 
this backgiiiund spouses frequently voice their teelmgs ot mor.il obligation to 
devote themselves exclusively to the patient's needs, .md they teel they should 
not allow themselves the right to consider their needs. 

Therapy i> .umed ai legitimizing tor the spouses their nuht to devote time and 
attention to themselves, while at the s.ime time it does not ignore the inherent 
danger ot this stand. In view ot ch-miies in the oriyinal t.imilies. the spt»u.ses may 
decide ih.it ihey no longer wish to be p.iri ot it. Thev lu.iv in> !> >nuer teel iiior.illy 
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obliKcd to continue hciny victims of circumstances, md may wisli to exercise 
tlieir preroKiUives in their own lives, ThisctnilJ unJerstaiuliiMy result in a serious 
clash of interests hetween the patient anJ spouse, It is therefore essential to heyin 
couples therapy while tlie couple are still within the treatment framework, with 
the ohjective of evaluating the feasibility of the couple continuinf,' their partner- 
ship, It should he noieJ that the divorce rate in our population is very low, which 
is paradoxical in view t>f the changes that take place in the patient. The answer 
can prohahly found in the new homeostasis that is eventually established 
successfully by the family, each member finding a place and satisfaction within 
the family. 

The main aim of psychotherapy is to allow the patient to ^ain a better 
understanding of the underlyinii moiivatinqforcesofhis behavior and to liberate 
him from his regressive stance so that he is able to relate to the needs of others. 
We strive to equip him with the tiH)ls to have yreater control over himself, to 
acquire skills and mastery over his experiences and environment, and to thereby 
change his self-imajje and restore faith in his abilities. In odier words, we strive, 
as in all psychotherapy, to develop alternatives for the patient, Receptivity to 
clHuwiny wisely and recojjnizinK available i)ptunvs is worked on doHjjedly. 

Occupational Rehabilitation 

In addition to psychotherapy, ihe center^ vvi^rk also relate^ to the patient's role 
in his own social uulieu, Intrinsic to this approach is the desire lo return the 
patient to work. The imderlymj; philosophy is to make it possible tor the patient 
to di'velop the teclinjj that he can lead a full life through his own effort.s rather 
than through the Hiu)dwill of others, that he can support himself and his family 
according to his ability. A threat deal of effort and ihouj;hi is invested in findmvii 
occupational M^lution.s for the patients in the unit. Since this tends io be a yininy 
popul.Uion, many patients have ma yet acquired a professu^n; iuid m another 
share ot the populaih»n the injury has resulted in the patient beinj» unable to 
return to his h)rmer work, and alternative pnifevsjoivs or jobs must be found. A 
number ot tactors are in\ i>lvcd in accomplishmy this i^^jeciive. 

Adjacent to the dav center is an occupational rehabilitation center which is 
equipped to perform Ciuuprehensive tests otiiccupathmal ability. .After evalua- 
th>n, thepatient Is lettered a choice ofworkshvjps where he can acquire the special 
protession.il skills. He receives a reci>«tH:ed diploma at the end ot the nun ^e.atter 
p,l^Mnu an examinatii>n Mipervhed by the Minbtry >t l.aKuir. An .iddiiuaial 



advantaRe of this cci Mcr i$ that ir undertakes the practical application of the 
newly acijiiired profession with follow-up of the patient s adaptation ti) his new 
joh. The role i)f the center is thus central since it returns the patient of hoc 
ety with tools that allow him to cope realistically. 

AniUher iinpi)rtant factor in i)ccupational rehahilitation is the rehahilitatiiin 
worker, who is in ciHitinual contact witli the patient and who is fully cognizant 
of all the available possibilities in the vicinity of the patient's residence, The 
rehabilitation worker may alsii assume the responsibility fi)r placing the patient 
in a job outside the vicinity of the patient's residence, in accordance with 
instructions from the therapy team. 

It is important to note that a correct decisiini is pDssible Dniy when there is full 
cooperation and interaction between factors in the Ciunmunity and the therapy 
team in the center. This approach enables a general overview i)f all the 
components in the pathological picture, and increijses real-life alternatives in 
accordance with the patient's strengths, skills, and options. 

Using these principles as a guideline, we have treated a large number of patients 
i)veraperii)doftimeinourcenterAVe handle simultaneiHisIy an average of about 
50 patients annually, and have thus treated 500 patients in the past 10 years. 
About 200 patients pass through our day center annually, making a tiUal of 2000 
examined in the past 10 years. In contrast to similar units in other CDuntries. ni) 
time limit is placed on the treatment available to each patient. The length of 
treatment is determined by the patient's clinical conditiim, rather than by 
ecimomic or tinanciul criteria. As long as there cimtinue to be signs of progrevs 
in the patient's condition treatment is available. 

As mentioned aK>ve, an impi)rtani factor in the succes^s of treathient is creating 
a striwig link with the community. Tlie iibove factors act a.s the link between the 
center and the community, and enhance the creation of a treatment program 
relevant to the viemands of the reality in which the patient lives, in our opinion, 
each treiument program must be anchored in the real life world to which the 
patient will return, and suited to the opiiiins available. All studies, training and 
skill acquisitiim must take into account the patient's natural environment. In 
lither words, the treatment cannot exist on an abstract pLme, but must be firmly 
rooted m reality, ['roin this point of view the day center provivies a counseling 
service tor all factors in the ens ironment so that the rehabilitation pri>gram can 
W constructed and implemented accordingly. The center is always available ti^r 
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ctninselintj anJ prcparinj^ yuiJclincs for Jcalino with practical problems as they 
arise. We are always prepiireJ to runccept patients alter they hnve CDinpleteJ 
treatment, to reevaluate their eoiulition ami tu consider aJJitional treatment 
pi».Nsjhiljties. 

It \\'o\\\k\ seem that it is imly with a comprelwHsive approach of this nature that 
an appropriate nnJ all-inclihivc rehahilitation process relcVinii to the p.»Ment\s 
reality can he cttecteJ. 

C'onclusiiui 

PescriheJ ;ihove is the treatment model at the Loewenstein Kchahilitation 
liospimi, a national treatment center tor brain injured patients. The hospital's 
uniqueness lies in, th.it tollow-up is made of patients from the initi;il acute staye 
until the later stages alter injury. We iillempted to descni v rhe nature ol the 
center, the underlying ireaimeiU phiL)M)phy iind the sc(»pei)f'our activities. 

The experience o\ many years has tauyht us rh.it despite the hi«h cost ol this 
treatment pr4)yriim in terms ot personnel, the results indicate i\\M this invest- 
ment is worthwhile. This assumption is based on the tact tlut a laiye number ot 
seruui'i cases hiive already succeeded in ji)inin« their t.imilies and returning to 
work, with a concomitant in^^roveiiKMU in their quality ot lite. It should not be 
tort»iitten th.it until .1 tew ye.iis atio the same patients wuuld have been defined 
as unrehabdit.itible, iind would h.ue been hospit,ili:ed in v.aious institutions, 
ukluduiL^ those tor ihronk p^\chi.itric uhe^. 
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CHAPTER FOUR 

Rehabilitation Communities of the 
Brain-Injured Patient — The National Institute 
for Rehabilitation of the Brain Injured 

I). Hooficn, M. Becker, E. Vakil 
❖ 

Introduction 

The National Institute for Rehabilitation of the Rrain Injured (Reeanti 
Rehahihtation C A»nter) is a puhhc nonprutU orjjaniiation administered by 
the RehabihtiUion Division of the Defence Miniiitr> and the National insurance 
Institute. 

In operation since 197\ the hvstitute is Jesiyned to provide neuropsycholoyical 
and community rehahihtation 'service>i)n a national basis, to a varied population 
of patients with acquired heaii injuries, aj^ed 15-60. 

The histituteopenite>twobrap'hes in thecentralanJ northern leyionNot iMael, 
provkliny the follvnvin^i services \ot 1 50 patients: 

1. Intensive ambulatory rehabilitai'.on programs, usinu communnv and social 
treatment methods for social and vocatioi^al rehabilitation. 

2. A sheltered rehabilitation pro^^ram tor improvinu the v.|ualitv ot social and 
Vocation; il hte. 

V Social dubs tor improving: the vjualitv ot soc ial hie. 

4. Psvchotherapeutu and lounH'linu treatment iTouram> tiM* indivulnaU and 
tainilies. 

5. ComprehenMve neuropsuholouical evaluatiofi tor the purpose ot rehabihta- 
live guidance and dittereniial diagnosis. 

In avidition to ihesr clinkal services the institute tuiutions in the scuMUitic 
acidemiL area, teachmi: and executing h leni itic reuMixh m the tield ^ memi>r\ » 
evaluation and follow up. 
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Foil* winy a description of the liuwt poinilarion, the niituiv ot'iicquircJ hntin 
injury, an J tlic jjcncral rlierapcuric conceptualisation of the hisi tutc, \vc will 
Jc^crilv the ahovc services h^teJ ah>ve. 

Kelevjuit case descriptions will he incluJeti in the lext lo ilUistrate particular 
pjriions o\ the presetuaiion. 

Taruet Popiilaiion. Scientific and Conceptual Background 

In inJu>tri.ili:eJ countries at least 200 per 100,000 citizen.^ suffer hrain injury 
Csich year (Levni. Benton, iSi Cjn>ssnian, \%2' Brov>ks, i%4). the majority ot 
iheui »u rel.uively early a^^e.s. The primary reason for hrain injury in the^e 
countries b traffic .KCklents. 

BraiM injury /.wuiinis for aKuit 10% of the taialilies ui these accidents, and tor 
a ioiriJer;»!'!e perteniajieof |on« iern\ nupairmeni. Other priwii^ent causes are 
ui)urieN re^iultuiy troni Wiuk acciilenis (C'.(M.), vascular disease ((^V.A.). 
Central nervous sysiein disease and rein4>val i^f hraui tumors. Since so many 
pat leniN with hraui uijurvarevoun*:. the cost toiheuidividu»il, family and Miciety 
olvlueii uiedkal expenses and ultimatelvot hvst priKluciivity.canmtuint uiiothe 
luindred^ot th^. 'vin U if i\o[ millions 4>f\iollar-s durmi; an individual's lifespan. 
Ohvuuhlv. financial inea •ireNdi>iu»t address the pervmal tragedy represented hy 
NuJi .1 litr'alrtnni: injurv. Thus, w h critically important to understand the 
t-Kfur^ whwU viw uinirihuie to the uidividuars reto'.^T*. trom injiirv .»nd 
inii'ur.iiion miit MJLiv.-ts. 

iXnnaLic lo iIk* leniral iKT\iMh sv^irin lollouint; he.id injuries ma\ result in Uka\ 
v^MUuNiiMis, Nhoirmuut hhers.diltiiseaxonal injurv.or smnecniuhination there* »t 
llMuiuhef:. |i>nes. Cs. N'i>rth. Bruuks, h)s4; Levin. Benron, 6t tinjsMuan, 
1^^"^^) AvLliti»>n.il injurs in.i\ \\- ».auH-d h\ increased inir»iLraiual pressure. 
I li»Ui \ I t. (he ielatii»ushi|^ Ivtweeii the atorementiotied neuro|\uholouies ,uid 
k-lM\ii»r b nut Miiiple. liuliMdu.ih presi'Mtme sMth scemintilv suuilar 
iK-ui.»p.ulu)l.»i!\ m.u iM^w \er\ vlittereni uuirses ot recovers .uui uhiinaiely 
k\eht«l tuiKiinMinL' Like oiher IwliK injuries, irauin.uiv. hi;un injurs hahi) 
Ji\ klevl HUv) tu.'Nt.iL'v^^^t vle\ eLipinenlai vluMfion. hi the iniliaLicute si.itjc, the 
Ni vrte iininevlMrc nMbequeiKeNt>l the injurs are in ev uleiue (Muh .beMended 
iiiKt »nn iiMhiK ^^). M)ine i>t uhiih p.i^> .is a iv>uli mevhcal treatment .iiul 
^[N»nMiKvmN u\.»v iT\ 1 \\\\\\\: tiK ^ hi^»nK >i.iee int)>t ot the handuaps st.ilMlire. 
[I Mi ikuul: .It .1 ti\evl le\ el 



Case 1: The Case of 0. S. 



D. S. IS (I pri'Hy, 21 year old \vom;in who liiul rccciuly complrteJ her iumy 
service and had planned to start univerMiy studies the following month. 

On Sunday, Sepifinber 9, I). S. was hit hy a yminy drunk driver who was 
driving at 40 m.p.h. above the speed limit. At arrival to the emergency room 
>he was met in an uncon>cious state (Glasgow Coiua l-cale = 4) with n^^ 
response to verhah visual, kinesthetic, or tactile >tinuili. Further medical 
examination uncovered the tacts that 0. S. had sultered a head injury with a 
RT. epidural hematoma, LT. fronio-paiieii) temporal fracture of -kull, trac 
ture ot RT. Rhs. five and seven and compressed tr.icture ot L. i)ne and two 
bodies of vertebrae. The family wa^ informed that W S. was on the "c ritical 
Iisl"and that the first week would determine it she would survive licr lnJurle^. 
1 ler tainily was instnicted speak with [\ despite lier lack ot re^ponse. IV the 
secimd week, P. moved her tin^jers in response tti squeerinji her hand and her 
eves responded to lis^lu. By rhe third week she respiuided to verbal commands. 
The family was ti*ld that P. would live, however, thev received no a^siiranu^ 
as to the level i>t tunctioniny th.it she would regain. 

hi its chronic state traumatic brain injury expresses iiselt in many cases b\ Kmiu- 
Lbiinjiiinp.iirmentsand iv^^reNsions atlectint; a wide spectrum ot uinateabihiies. 

t^ommon dis.ibiliiies include severe moioric dhturbance^. \arious kuuN i^\ 
parables, divorders in tine coordinaiion. impairmentN ot aiiention. concentr.i- 
tion, orieni.ition. perceptuui. verbal ctanmunicaiion, voiiipreheiMoo and ab- 
straciuni. In addition, ibiere are beh.ivuiral and pers.)n.ilii\ disorders. kiuu\n in 
part as the t'.onialdobe svndroine. derivim: troin rhe brain uijurs ibelt as well as 
fn^m the paiieni's person. il aiiinide pow.irvl hh si.ueot Jis.ibiliu ( Lishm.m. 1 r . 

pp. 

These dis.ibilitie-^ot p.aients v\iih chronic br.iui iniiirs nia\ Iv vli\ kK\l inWMwo 
dittereni t\ pes: handicaps Nieminmu diiec i U tn an ihe brain miurs . \^ hic h w e uill 
refer fi> here as "priinarv Miip.iirmenis," .ind. in cnnirasi. iinpairnunfs uhuh.iu 
results of spin-offs of the priinarv d^.ibililies. which will K- reterrcvl lo here as 
"sewondaiN uup.iirineni-" l>ee 1 able \^. 
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PRIMARY DEFICITS 



CCXINITIVK 
Simple / Splii AitemiDn 
IVrccptiim 
Manual IVxtcrity 
Mcnuiry anJ Lciirnin^ 
Logical iUMsonm^ 
ProWcm Solvlll^ 
C^icci*i)rical Thinkini^ 




i — > 




PHRSON ALITY / BEHAVIOR 
OIUiANK:iTY 

jTinual Lobe SyiKlrninc 
Ailynainia 
IWhaviDr Disijulcrs 

ASSCX:iATinu:HANHfiS: 

RiMLrivc l)cprc>sion 

Post TnuMiiatie Stri'.ss PiMirJcr 

l^isrijrkul Self L\>nccpr 



SECONDARY DEFICITS 



VOCATk^NAL 

Wiirk Hahits 
AiimKltv^ and \'aliic' 

LosN \\\ Mintvation 




< — > 




sa:iAL 

Withdraw. iK Loiu'linovs 
Alien. Hu m 

InttT IViMihal \'w «,tu)ninu 



Tiihlc I. OiNtrihutiDn i>t Primary anJ SeciMuiiiry IVtu'Us 
in AJ ilts with t-hrt)nic Brain injury 
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Primary deficits (Table K) may he divided into two main groups: 

LCoRuitive impairments, i.e., functions of the cognitive functions directly 
affected by head injury, 

2. Pcrsonahty and behavioral impairments, i.e.; 

a. "Organic" changes caused directly by brain dysfunction, i.e., changes in 
behavior caused by injury to the frontal lobe. 

b. "Adjunct"or reactive changes, i.e., emotional reactions to the initial trauma 
and to the on going mental and physical handicap. 

There is a mutual interaction between the (primary) cognitive disabilities and 
the (primary) personality and behavioral impairments. In thisconceptualization, 
cognitive impairments not only affect intellectual performance but also mark* 
edly influence the individual's capacity for emotional and behavioral adaptation. 

Kxamples of this interaction may be found in most of the behaviors and reactions 
of these individuals. Thus, for example, disturbances in the area of split attention, 
expressed by hypersensitivity to stimuli and lack of capacity for selective 
attention, i^fien bringsabout behavioral manifestations of irritability,disquiet or 
the opposite — a tendency ttnvard seclusion and lack ot activity. Another 
example is concerned with the integrative thought dysfunctions (typical of right 
hemisphere injury) and ability to build a new self-image after the trauma. 
Building a new self-image or changing the previous image is necessarily an 
integrative, abstract cnurse of thinight. Thus, the inability to think in an 
integrative, abstract way harms the process (if building a new or **revised" sclt- 
image. This is une of the reasons that .some individuals with post-traun^atic bram 
injury tend lo chng with characteristic rigidity to their pre-trauina iinagf. 

Case 2: The C:a.sc of H. P. 

It wa> already I wo yiMrs siiKv "tk^icciJcMit/' I i. IV. .1 4 ^ vcsir old inan, marriu^ 
witl^ thrcechildren, had >uHerc'd ,\ severe head injury with marked imp.nrnK'nts 
in phy.Mcal and enjinitive tunctu»n. He was told to he patient, that br.iin 
recovery is slow. H. P. was encouraj^ied by his ste.idy progress. Thanks to 
physical therapy and p ;rse\ eraiue. he had managed to overcome most of his 
physual limitations and eventually walked with a shglu limp due \o the 
remaining hemiparesis. Less encouraj^m^. ho\uAer. was his retover> ot 
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coKniiive tuiKtioninf}. There was some improvement in his short-term 
memory und in his visual deficits. However, the remaininj^ coj»iiitive hinita" 
rions (such as short attention span and the inahihty to remember certain 
rhinj^s, such as names, daily events, and important things ti) di)) left H. P. 
feeling like a "shadow of what 1 once was." 

The shocking revelation ot these remaininf^ deficits occurred upon his return 
to work ei{{luee!i months after the accident. At wi rl- . H. felt lost and in a state 
of utter confusion and left after three days. The la:.t six n^onths H. found 
himself swinyiofi between stares of agitation and depression. His wife and 
children felt ashamed and an«ry with H., themselves, and their fate. hi a state 
of desperatiiMi, 11. and his fauiily arrived at the histitute with hope> to rebuild 
"what once was/' 

This inteniction between coj^nilive and behavioral/persimality primary impair- 
ments explains why these same patients who. after brain injury suffer from only 
moderate cof^nitive impairments and fri>m relatively minor personality defects, 
ultimately fail ti» be successfully rehabilitated. Kach of these causes, when 
evaluated separately, are perceived as "minor." When in interaction, however, 
their mutual intluence increases, constituting a siynificani di.stinbance which i> 
expres-scd in secondary impairments. 

The .secondary M))pairment>. which also nuaually uiterat (, are div ided into two 
lype.s: 

l.\ nuitiomil umiiK^ihlity. This is measured by often repeated failures \u empK^y- 
ment , souK'nmes for many years and witliour .uiv simvticani chiUiue t )\er iww. 
It ischaracterized by deficient work habus. declitie in work values iMui tlatnevs 
m voc.uional interests. 

1, S(H'kil mtnm/)cin/)i(H\. This h cxprcsM\| bv ii state i»t isolation. tonclinesN, .uid 
notable ditticulty in intimate .ukI tamily tuiu tionin^. 

The interaction between vin^ational utismt.ibilit\ aiui mkmI incomp.uibility is 
obvhuh. Repe.ited t.iihiresat work cause a lossut m ma! st.it us, embarrassment aiul 
iM)|atU)nA)n theotherh.uuk seclusion, isoLitioiMndtaunlv ditticultiestrevjueniK 
prevent proper adjustment at work. 

noted, the cognitive ;^ well as beha\ iv»ral/perM)naliiv vii^lmKuKeN (primarv 
imp.iirmentN)aremutuall\ aiul equalK intluenti.ditn the UKliMviual^ vocatuMVil 
aiui mjl i.i1 tuiKOi^nin^. In our \ lew. !lu•^e lnleraOli)n^ .ire the essential exj^la- 



natkm for the eventual overall rehahlitative failure with people for whom no 
severe disturbances were found in any single area of disability. 

Dividing? the four foci of disability — copnitive, personality, vocational and 
social — into primary and secondary is not simply schematic and semantic. It has 
implications for the methiKi of treatment . Rehabilitativ treatment of individuals 

with post-tr- .M brain injury, like any i itber rehabilitative treatment, can opt for 
one«if two approaches. One way would be lo treat secondary impairments, i.e., 
the actual results of the various dysfunctions (which are also the ultimate 
rehabilitation «ioals). Thus, a course of rehabilitation which en^aMcs primarily in 
preparation for work by imparting work habits takes this approach. It creates an 
improvement in the secondary disability and does not deal with primary causes. 
This course is analogous to symptomatic medicine. 

In contrast, there could also be an approach dealing mainly with the primary 
reasons for rehabilitative failure which would define improvement m secondary 
impairments as desired results, but would in it deal with them directly. 

A further implication isthat rehabilitation tieaimeiu must relate to interactions 
between areas of disability and not just to the specific impairments as separate 
entities. 

The array of leliabilitation treatment services provided at the Institute is 
inteiuled to im-et the varied needsi)f patients in eacbi)fthefi)urareasi)t disability 
noted above. Those invlividuaU with simultaneous dysfunctions in .ill areas are 
treated in a more comprehensive, interactive tvpeot tre.itment. Those suiterinn 
from dysfunction in only one of the four areas ma^ suftice with a more narrowly 
f..uised tre.itmeMt. Thus, there is .1 niiiKeof tre.itment services, trom an intensive 
ire.itment proijr.im deMyned to respond to imp.iirmenis on .ill rehabilit.ition 
fronts, til individu.ii tre.iimeni pronraiiis intended to de.il with siiiyle .ireas ot 
disabiluv. 

Inten.Mve Tre.iltnent PriiKr.un — Ther.qvutic Community 

I • f« ; • ii- • If I" ■ i 'U in the iher.ipeut k ei nnmunit s sett inu is desiuned t» 1 lielp 
m the ■• ..ft. -.. . ot people with dis.ibiliiies who, thouiih Mitterinu tiom 
J, n . ■ in -. ir >re.|s^.tdis,ibilitv.h.ivebeeiuleMnedash.ivine.it.ivor.ible 
PI .u-:- • '• . .,. ',d vi>v..itlon.il pl.Keluent. 
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This treatment pri)grain is gri)unded on three basic assumptions: 

1. Rehabilitation should be regarded as a siKial process, i.e., a process of change 
within a given social context by means of social modeling and renewed social 
learning in a therapeutic community. 

Successful personal and vocational rehabihation would be the result of an 
acquisition of new coping males and social behaviors. Thus, our treatment 
emphasizes to a great extent the community-sociaNgroup model within which 
the patients must learn and emulate and subsequently apply corrected social 
skills in society at large. In this frame of reference, the patient's family is 
conceived of as a social structure within which the patient must be rehabilitated. 
Quite often the whole family must first undergo the same ptiicess (further details 
of the basic principles are presented in Ben-Yishay, et al., 1978:1-9). 

2. One of the more efficient means of treating the adult with brain injury is via 
an intensive treatment prograu). The intensive nature of the program is 
designed to overcome marked difficulties in generalizing between situations 
and across periinls of time. Repetition and variation of learning situations, 
either cognitive or social, enables assimilatiim of new mental and behavioral 
schemata. 

3. The la.st assumption emphasizes the importance of treating the constellation 
i)tci)gnitiveimpairmu)tsthrinighcognitiveMK'ur()psych()li)gicalremediaiiiH^ 

The treatment plan, based on the above assumptions, may he divided into two 
main stages. The tirst stage, involving intensive treatment, lasts for about a year 
and iscarriedoutasday treatment, three tofivedaysperweek, five to seven hours 
daily in the framework of a day center. The >econd stage, which ei>nsiirutes the 
cimtinuation o\ the former, is a follow-up stage in which rchabilii;uKs enter the 
vocatu>nal world acording to their individual ability, while therapeutic follow- 
up is m: /.tained. Piaation i>f the follow-up stage is unlimited. 

Intensive Year o\ TiCdtment 

Reli.ibilitantN are accepted m jL»riKi[^s to tliis one sxwr stiij^v. The j^roup, serving as 
a therapeutic community, undergoes a\\ rreatmont si.igcs together a.s a social- 
Ci>mnuinal microcosm. 

The tre.iiinenr pri>gram during this stage is divided into huir devdopiuentai 
periods ot nine: 
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1 . The first period is devoted to consolidating the group socially and communally, 
and lasts a month. 

2. The sectind period, lasting for one-and-a-half months, serves to clarify prolv 
lems through developing the rehahilitants' awareness of their condition. 
Rchahilitants test themselves in different domains — cognitive, hehavioral, 
emotional and social — establishing treatment goals according to their self- 
examination. 

3. The luirdand longest periinl (six toseven months) isdevoted to individualand^ 
grtHip treatment of the problems previously defined. 

4. The final periixl (two to three months) isdedicatedtoconclusion of treatment, 
constructing external rehabilitation programs for each rehabilitant and Ini- 
tiating them. 

\u terms of content, this periini of intensive treatment focuses on three basic 
areas; the personal-social, cognitive and vocational 

Piinoml ai\d Social Treamm 

On tiw personal level, the therapeutic approach is essentially eclectic, During 
the entire pericKl of treatment, each patient receives intensive psychotherapy at 
least one hi)ur per week. Therapeutic approaches range from a psycluklynamic 
insight-oriented theory to behavior modification* 

Inadditiontotherapeutic support, individual psychotherapy is, as a rule, directed 
at unproviny the patient's awareness and acceptance ot his Ntate and toward 
decision-making related to accurate reality testing. 

Family therapy is utili:ul with most patients, ('oncomitant with the treatment 
of current family problems, family therapy is aimed at remfi^rcint; the family's 
involvement in the rehabilitation priK:ess and at stressing the threefold re- 
sponsibility for its results: that of the p.uient. his family and the Institute. 

On the social level, the ^roup orientation is emphasized throughout the course 
of treatment. Treatment is designed Si) that the group of patients, together with 
the profcssiimal stati, Ivcome a microsocial model, within which MK:ial skills are 
tauybt and learned. The yroup provides a medium in which, Kuh in practice and 
m tlvj therapeutic atmosphere, the individual patient's altitude toward his peers 
and vice versa are stron^^ly CDivsiJered. The ynuip (patients and stafO, as a 
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"society," establishes its o\m "institutions," sucli hs CDininittees, alK)CiUion of 
duties, parties, excursions; and establishes Siicial activity and ni)rnis. 

Regarding social interactions, the main emphasis is placed on yroup therapy and 
community meetings. The group therapy, nuxlerated by two rnembessof the staft, 
varies in ci^ntent between ifuerpersonal dynamics and the acquisition of proper 
social behavior by rolc'playinf»and psycluxirama (CjuKfjenheim iii Lesser, 1990). 
The weekly "community meeting" is more open in character and is like a social 
event, the resptmsbility fi)r which patients and staff rake turns, hi addition to the 
weekly ctMumunity meeting, there are also excursions, parties and lecture 
meetings at least once a month. The importance i)f the participation of patients 
relatives and staff is underscored. 

Cogi\iiive Treaimm 

The aim of cognitive treatment is to bring the patient to maximum utilization of 
his cognitive potential, i.e., to reinforce his normal capabilities and, within 
limits, to evolve a gradual remediation of impairments caused by injury. 

In light of clinical experience and accumulateii research, a number of treatment 
techniques (miKlules) have been developed for the ptirpose of cognitive treat- 
ment. Inaccordance with assessment result.sand individual goals for rehabilitation, 
a treatment "menu" is composed for each patient This tailored program includes 
cognitive nuKlules which are applied either consecutively or concurrently 
(H(H)fien4kIk'n'Vishay, 19H2). 

The main co^^nitive modules are: 

• Individual treatment ot concentration, simple aiieniion and split attention 
(HiH)tien, 1987; Ben-Yishay, et al.. 197S). 

• Individual treatment tor manual dexterity and eye-hand coorduiaiion (Ben- 
Yi.shay. ei al., 197M). 

• Individual treatment ti^r tiuural .m.ilysiN and sy-iihesis (Ben-Vish.iy, el a!., 
1978), 

These individual cognitive treatments ^ire given throughout the entire year 
between two to tour hours weekK : 

• Cuoup tre.iiment tor memorv tiuKiionmu (\*.ikil Shelet. 1990). 



• Group trcaiiJK'iu for verbal commiiiiication. 

• Group treat mciu tor solving complex logic problems (Gross, Ben-Nnluim, &> 
Munk, 1982). 

• Group treiumeiit for iiiiuhematical ability, up to eighth ^raiie level. 
The Vocatiomi Sphere 

DuriiiK tlu' course of the intensive treatment year, three aspects of vocational 
rehabilitation are dealt witli: work habits, vocational choice ami improvement 
of vocational skills. In aiklition to personal, social and cognitive aspects, the 
weekly treatment framework also emphasizes appropriate work habits. The 
conduct required froni participa:y^ mirrors that of a real work place. They muht 
arrive punctually, sign rinje cards, report and conform to accepted work norms. 
Concomitantly, group vocational counseling is conducted during tin year to 
assist choosing a vocation, becoming acquainted with varioi s places ot work and 
volunteering in difterent jobs for a period ot time. 

During the latter third of the treatment year, a vocational rehabilitation program 
is planned together with the rehabilitant on the basis of vocational assessment 
and consultatiiin. Upon the pri)gram's conclusion it is carried out by the 
placement worker and the rehabilitant. 

T/ie V'oainontil fi.vpen'ence and luilliw-up Sui^'e 

This i.s the final and ocrhaps most important stage of treatment. Ii> aim is to apply 
in the vi!cational as well .i.s social and family environments, the changes and 
improvements achieved in the intensive stage and to reinforce the trends o\ 
prt'uress. .Mter a short term ot vocational education the rehabilitant begins 
actual employment at appropriate )l>b^. Ounng this stage the psychotherapy and 
family therapy are m.iintamed. Ternunation of this stage (and, in tact, that ot the 
whole course ottreatment ). which may well be prolonged, takes pl.ice after .1 final 
vi>catuinal decision h.is been m.ide. .ind stability at work and in the social, 
einotion.il and f.inuly spheres h.is been .ichieved. 

An impt»rt.int ad\Miitage of this prueediiie for voe.itional plat-emeiu lies in the 
t.Kt that the same unit th.if viealt with reh.ibilit.ition also a ,esses the results in 
the field .ind their applicition. The continuity of tre.itment and placement 
etubles the p.itieiit. .is well .is his/lur ther.ipists. to umMder thoroughlv ind to 
gr.idiialh coiistriiet the pr.n.e->s of .idv.iikenient. 
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Case 3; The Case of 1\ T. 

R T, finished the intensive treatment prnKWin with n new iiiulerstandinfj of 
how her cognitive limitations dramatically affected her overall functioninR. 
She undcrstooi] tliat she would never achieve the professional status to which 
she once aspired. She also became aware oi how she presented herself: 
confused and disoriented. 

Til e next staye of therapy (post intensive treatment program) was individual 
psyclu>therapy. hi this stage, P. T. struggled to assimilate her new self-image 
with the original self Accepting her cognitive limitations and disorientation 
as a part of herself was, ftu P., equivalent to destroying the dreams and hopes 
of the original self. Suicidal ideation and depression were interpreted as a need 
to save the original self. l\ hegan to understand how she forbade herself 
enjoyment since it would symbolize an acceptance of her new self Only after 
several years of psychotherapy was \\ able to begin dating men whose 
company she enjoyed in the liere and now" and not rather than acconiing to 
i)ld measures t»f approval. Soon thereafter she married. vSho ended therapy by 
saying. "I'm not what 1 once was but I'm not ashamed of what I am now," 

Therapeutic Community in a Sheltered Setting 

This special community treatment framework is suittd to those rehabilitants 
\vho,duetoiheseverityoftheirimpairments, have no reas()nablechanceof being 
integrated intt) the competitive w't»rking W4)rld. Hence, the sheltered community 
framework is designed to help improve the viualityofthe social and inrcupational 
lives of its rehabilitants. enabling them to live in a productive social atmosphere 
while providing the occupational and social inierventiiins and intellectual 
stimulation necessary lo prevent regression. 

The treatment program in the sheltered framework includes four occupational 
workshops and a wide variety of ameli(»rative treatments. The occupational 
work.shop.s are: 

• Carpentry wt^rkshop — engages in individual production, primarily in hand 
crafts of carpentry produces fi^r persinial use (i.e.. loy.s. decorations, games). 

• Production workshop — engages in assembly and packaging (priKluciion line) 
of different priKluci.sand msirumenis .supplied by i>uiside manufiiciurers* 



• Creative workshop — enfiagcs in crcatiim of decoration and hobby products 
for personal use. 

• PhotoKr«Jpl^y workshop — en|,'aBes in photography (black and white) on an 
amateur level. 

The accompanying array of treatments while participating in the workshops 
includes psychotherapy, fainily counseling, ci)gnitivetreatmeius, speech therapy 
and occupational therapy. 

A personal treatment program is adapted for each rehabilitant. Two'thirdsof the 
time is spent in the different workslu>ps (adjusted to each individual) and one* 
third of the lime is set aside for various individual treatments. The content of a 
treatment program varies according to the indi vidualN progress and the need ior 
varying his/lier stay within the framework. The rules and expectations of the 
work program are determined and made known from the outset. The rehabilitant 
must try to contend with them to the best of his ability, Nevertheless, since it is 
essentially a sheltered setting, a liberal policy of discipline isadopied and adjusted 
to rhe individual 

Since most of the rehabihtanis in this framework remain there for long periods 
of their lives, special emphasis is put on group consolidativin and creating a 
productive, mature and social atmosphere, The group of rehabilitants is given 
administrative resixnvsibilityovercommunityactivitieswhich take place regularly 
(i.e.. excursions, parties, meetings with guests). Internal sivcial issues and similar 
matters are brought up ior discussion in community meetings once a week where 
community decisions are made by sampling or democratic majority. 

Tlie sheltered community framrwork interacts with the community at large in 
several circles. Within the family circle, family members share inner community 
life bi>th on special occasions and through persimal on-going counseling. Thus, 
the therapeutic ci)minunityalsi)Cimstitutes an emotional and suppi)rtive*'hi)me*' 
for family members. On their part, fannly members ciUKribute through their 
presence and involvement in community life ti) the community's atimvsphere o\ 
pri)ductivity and health. On the vocaiiimal level, the therapeutic community is 
cimnected Kuh with iuitside factories and -ith employers wlu) accept graduates 
who show ability appropriate for external placement. 
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C^asc 4: The Case of A. F. 

A. F., a 30 yeiir okl single miile. whs the i)nly survivDr in a hciulnm ct)llisu)n 
in which three pashcn^crs and the driver were killed. 

A. F. was in a c(una fur tluee nuMuhs ami was jjiven little hupe of rt'coverinjj 
any basic function, hi what the family considers a miracle and to the surprise 
of the physiciaivs A. gradually rejiained consciousness, beyan to verbalize 
sounds and to feed himself A. was able to walk with a cane, make himself 
understiu)d» and master most of the basic daily liviny skills (hyf^iene, dressing, 
eating). 

After one year of hospitalization, A. was finally discharsed. Although, before 
the injury A. had lived on his 4nvn, he was forced to move in with his elderly 
parents. Despite his significant advancement, he remained severely impaired. 
In particular, A. lacked siKial inhibition and frequently violated social norms. 
His behavior was childish, intrusive, and inappropriately sexual and ajjfjres- 
sive. The quality of A/s thinkiUK was riHid, constricted and concrete. His 
world wascentered around his necils and others were designed ti> satisfy thern. 
A. became increasingly agitated, claiming he was bored. It then became clear 
that A. needed a daily routine. The sheltered workshi^p was accepted by his 
parents with a sense i)f deep humiliatiiin, while A. wa> relieved. A. quickly 
found that a daily routine of physical work, carpentry and iKcupationa! 
therapy contained much of his anxiety. Hiwever, liis behavior was far tri>m 
acceptable and the staff created a behavioral program in which his behavior 
was reinfiirced with self-cluiNcn rewards. Six weeks into the program A. was 
iiu'olved in a physical fight with another patient. The patient.s made it very 
clear that A.'n violent behavior was ni»t acceptable; they distanced them- 
selves, and K)r the first time since the accideni A. expressed a desire tor 
friendship. 

A. haN been at the sheltered svorksluip for seven years, lie considers the 
workshi>p Kuh his home and work place. And, he htis le.irnevi tiutintonn to 
the ni>rm> ot and teeU he is .1 valued member of the work shop cuininuiutv. 

Si>L lal C'lubs 

A^an expression t>t the hvstJtute^clnphasl^^nuherehabllltant^M^cIabcomlnunlty 
quality ot hte, the Institute maintains socia* \ibs for itM»vvn rehahilitanr.s and 
others in the coinmunit y. The clubs are i)perated once or twice a week during the 
l.ite aftertn»on and evening hours. The purpi^se ot the soci.il clubs h tDj^ive the 



intercsrcd rchabiliiant an opportunity tor positive social activity, witlumt any 
professional interference, with emphasis on free will and independent decisions, 

The cluKs are not designed ti) meet all the rehahilitants' social needs or to 
suhstitute for other settings, hut rather to supplement them. Many persons with 
hrain injury, among the institute's clientele and others, do in fact integrate into 
regular social frameworks, and are content with this, 

Nevertheless, there are some rehahilitants who feel more con^foriahle, more 
open and more able to enjoy themselves among other **fellow rehahilitants" and 
this is the rationale for supporting the clubs. 

The scope of activity in the cluhs is determined to a great extent hy their 
mcMnhers. The Institute, as a maintenance hody, supplies the logistical and 
hiidgetary framework and minimal professional support. N4emhers decide from 
time to time on activities for the coming months. The content is characteristic 
()fh4)bhyandleisureactivities,suchasexerciseclasses,aC(H>kingclass, photography, 
painting, ceramics, sociabpolitical discussions, group outings to movies, and 
other social, recreational or cultural activities. 

As noted, the club is regarded as purely for social enjoyment, without any 
therapeutic or rehabilitative purposes. The "contractual" basis is the member's 
desire to spend time with his peers and fellow rehahilitants. Though there is i. 
underlying assumption that the social enciuiragement gained by a club partici- 
pant will also facilitate his integration into other social frameworks, this 
assumption has no operative expression and is given no relative preference over 
the social experience per se. 

Indivicluul Treatment 

Above and beyimd the three Ci»mnuinity group franu'works enumerated m) t.ir, 
the Institute also supplies iruir idual treatment. 

Individual intervennon, which UNually taki's place bi'tween lau* \o tour \\in\\'> 
weekly. Is intended primarily tor two groups i»t rehahilitants. At one end <it iIh* 
spectrum ir is designed to an>wi*r the needs ot rehahilitants already partially 
integrated within external vi^cational training and social frameworks but 
suffer fM»m personal, emiuional or other specific distress. The priinar\ Uk\ of 
treatment m such cases are individual psychotherapy, rehabilitation counseling, 
family and couple therap\. and specific cognuise treatment. 
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licyimd pnividinR a rcspunse to the client's personal and family distress, this 
service is intended to aid complete inte^jration into the community. It is, 
naturally, soukIu more for rehahilitanis who suffer difficulty in one specific area 
of rehabilitation which can be dealt with by treatment in this lia)ited setting. 

However, it is this type of service which is actually generally needed. On the 
other end of the specrriun, this service is appropriate for rehahilitanis who, 
because of varioussiHiial/behavioral and C()gnitiveimpairnients, are stilH 
i)i fitting into rehabilitation or training fran)eWi)rks, either at the Institute or 
elsewhere. Unlike the previous proup, what characterizes these rehahilitanis is 
in fact multiple impairments in different areas, li)w self'^awareness and deficient 
motivation for rehabilitation. 

The purpose of treatf ent in this case would be to help the rehabilitant improve 
awarenessof limitatii iS» in iirder toenable the rehabilitant to iiiteKrate successfully 
inti) more intensive rehabilitation settings. 

Individual treatment of this type would iisually be fjraduated quantitatively — 
startinf> with a small amount and increasintj ijrndually the number of treatments 
over tin^e and the variety ot their content. Thus, in the course of time the 
rehabilitant W4)iild also k inte^^rated int^) therapy groups and therapeutic- 
community activity, still as an "e;;ternal" participant, until he is ripe for uiiire 
intensive treatment. 

Neuri)psychological Assessment 

The main goal ot as^sessment is to arrive at a dittereniial diagiuvsis and an wp-to- 
dateevaluatiouiit the patient's mental, civgnitive and socialci)nditit)n.Acci)rding 
toihisevaluation the patient's needsiind suitability for treatment aredetermincd. 
and a provisional therapeutic appn)ach \ot the initial stage ot treatment is 
con>tnicied. The assessment batfer>' is divided into two parts: (a) a Ci)gnifive 
diagnivsnc Kittery and (b) \\ behavioral-social-pcrsi»nalit> diagnostic battery. 

C;.ise 5: The t'a.se of [V Y. 

I >. V . A m.uncJ. ye.ir old father i>t three. wa> he.kl mjureJ m a c*ir acciJent 
s\irha lo^^ot ii>n^eioihnesstortvvolu)iir>. He \va> Jischarj^cJtruiu thehospit.il 
the vune day with no clinical Mgns. i\ repi>rteil back to the emergency roDin 
compl.uniin: ot heaJache anJ Jizziiu ^-^ mlv ti> he told he Wih experiencmt,' 
hii'h anxiets. On the third shU to ths- ineriiencv riH>in. a hematoma wa^ 
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discovered and operated on. D, never recovered fn)m the sense that others 
suspected him of "playing sick " When he failed to succeed at work he became 
clinically depressed. Although I), suffered from attention and memory prob- 
lems he did not dare attempt to attribute them to the accident for fear of IxMng 
accused of hyp^Khondriasis. After two years of classical psychotherapy for his 
depression, D. was referred for a thorough neuropsychological assessment. 
The therapist s referral question was whether D/s head injury had caused 
cognitive deficits which were preventing him from returning to his normal 
social and iKCupaiicinal level of function. The results confirmed thai D. 
suffered from an overall decline in intellectual fimctioning with impairments 
in his pn^cerising of information, short'term memory and the ability loci)n vert 
relevant information intt) an efficient plan of action. 

These cognitive limitatii>ns were seen by the evaluator as the primary reason 
for iKCupaiional failure and subsequent depression. The assesstnent served to 
help D. and his family reinterpret D/s depression as a reaciitm to D.'s decline 
infunction. The next step wasa much longer process of accwptingemoiiooally 
D/s cognitive limitations. 

Co^nmii'i? Battery 

In the cognitive battery the patient's abilities and impairments are exanuned by 
ninecaiegories: attention and concentration! dexterity and coordination. viMial 
perception, memory, learning, planning and anticipation, acquired abilities, 
comprehension and judgement, abstraction and concept-formation. The ex- 
anunatiims re ci>nducted by means of familiar neun^psychological dia^Mio>tic 
batteries, intelligence batteries, memory tests, ability tests, neurological exami- 
nations and i)thers. The interred evaluation i^t the ci^gnitive results describes 
siinultaneously the level of performance (normatively) as well as the quality nt 
performance \\\\h respect to cognitive processes tvpical tor c.ich diagnosnc 
category. In condition, a "cognitive map'* is ubtained. preseniing the chanic 
lerhiic cogniMve tiinciion m each category separately and as .i whole. At a Liter 
stage the points of weakness and strength serse in detining treatment plan 
priorities. 

iVnomditv /Jutterv 

The person.ilitv vlM^nostic batters tiKludcN several perM>n.ilti\ te^is Mkh the 
RorsJiacb test (RoruluLh. h^Sj). the IWIer test (IViuler. I^M.s). "l>r.m-A' 
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Person" {Machover, 1949). the Thematic Apperception Test (Murray, 1943), 
vocational interest tests, clinical interviews (inchuliny a psychiatric exainina' 
lion) of the patient and his relatives and behavioral observations. As a result of 
these, a personality assessment is obtained, as well as a personal and fiiinilial 
anamnesis, which is of cardinal importance in understanding post -traumatic 
personality reactions. 

Assessment may be provided both as a separate service for the client's purp^^ses 
(IcKal actions, viKational guidance) and for the sake of determinin},' the type, 
content and intensity of recommended treatment. In the more intensive services 
(treatment communities) assessment is a condition fiir acceptance. 

Case 6: The C>ase of T. N. 

T. Nm a 25 year old Mood looking man injured ai the aye of 17. prusented 
himself in a stiff and stern manner. He was hiyhly critical oi others and 
de^cr^bedhis siKial experience as one ofwjthdnuval, alienation and rejection. 
After a series of unsatisfying traditional individual psychotherapies. it was 
decided that T. was in need of an intensive treatment pn)«ram which could 
hK'us on T/s siK:ial functioning within the program. T.*s initial experience t^t 
the intensive treatment program paralleled his general experience ;jf life. He 
felt different \nm the rest of the jiroup, and expressed desire tiJ leave therapy. 
The individual therapy within the pmurain was desiyned to ciuuain T.'s 
anxieties and enciuiraKe T. to enter the «roup. Huring the tenth session ot the 
yroup therapy T. dramatieally described his tears and ditficulties in cumnui- 
niCiii inu with the yriuipinembers. The process waN arduous, wuhsi'veralnum- 
cnsL'N in which T. telt a need to withdraw and criticize. However, the ^»roup 
inemlvrs in the program Nerved aN .i ureat Muirce of L-neour.iyeinent. T. s.iw 
hiuv othetN Ntru^^le with hsia> ot sdt-oteein in their rel.ilioiiNlupN tow.ird 
each luher. their t.nnilies and their conuiuinitv. Otu- U)ou\\\ k'toa- tlu- 
icrnun.uu n ot the pro^;rani T. retlueted upon his athlevenk'^t^. He had 
stopped cntiuriin: otherN, lu- had made Mt^niticant overtures o? tnenJ^liip, 
nut lated i >ut in.us * uitside i »t thu Inst it ute's pn liiraii^. and r.iken sf* lek i tt une, 
not all. ot hh eounuiM- liinitations and Imv^ thev intlueiwed bh vh^mI 
fiiiKtioniiMi. 

T. made a tmal Ntc|^ forward; h- Ivu.m lo talk ahoui daime \vonien aiui the 
vHinproiinNCN he uoul.l need to ai\i-pi in v^houi- »'t oviup lOon. 
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CHAPT6i. FIVE 

The Neuropsychological Unit 
for Treatment and Rehabilitation 
Givatayir^i, Israel 

E. fCI(ig. t Gross, S. lien Nachim, H. Moci ^. Fishmun 
hitroiluction 

T n thischaptcr, wc wish todc^cribe the Wi^v rieurDpsycholngical i'rcrveiUiDn 
1 is applied in our Unit. We will hejjin with a brief review of the dewtlopnicni 
of the Unit. Following this, the Givatayim Unit's approach n'ill be prcsonteJ in 
some detail: this section will include a discussion of the conceptual framework 
and theoretical orientation of the Unit, our apprnacli to assessment and evalu- 
ation, principle^ of therapeutic interveniiun. and jn examination of i^mily and 
social system dynamics. The last section of the chapter will outline structural 
features of the Unit iiod some of the programs offered. 

The Development of the Unit 

The NcuropsychoK^Kical Unit f(uTrcatn^' :it \r.\\ Rehabilliatior. was established 
in 1977 with the pariial support o' ^^v i - \d\ M.ni^iry of Defence. Since then the 
unit has functioned both professiorially .md administr<?r.ivcly as .u^ auioniMnous 
l\)dy. At first, clients referred to the unit were brain-injured individuals who 
needed post-acute treatment but were unr.ble to benefit from existuiji intensive 
and stnictured lehabiluation facilities. These iiuiuded two m.ijt^r 'Ups of 
clients: (a) thi^e whi>se evcrity of impairment pn*«'luded their participation in 
these facihties, and (b' those who^v moderate impairuK'nt coabied (hem to 
retai.i their jobs and poMiion in life so that mteiisive tteaimehi was n.n 
indicated. It simn became clear that ihe orientation ami rhcrapvurn. prm. iple.s 
jiuiduii^ interventions and strarej^ies, were vimnently appropriate t^»^ an ex- 
tremcK bawd spectrum of head-»njured clunis, ^uttermji tiom and exhibiting 
varied diverse cv^uhtums resulting from ihv.r injuries. 

The I 'nit Wcisestablhhed in 1^77 with a 'ft ot »hrce p.ut-iinw psychj .!'.);iist> and 
asenu ->.uperviMi. JV theendot rlu- first '.»rtho v.Init^ease-liMdnuinK'rrdten 
clients. \){\\ staiY and clients \uvc increased m number Ci^OMdenibly over the 



years. At present the Unit s staff consists of five senior staff members and four 
interns, all trained as psychologists and psychotherapists, and includiny a 
psychiatrist and a job-placement counselor. The Unit's psychiatrist, who has 
specialized in the treatment of head-injured clients, is responsible for psychiatric 
and pharmacological interventions. He helps coordinate treatment in otiier 
medical institutions and participates in ijvaluation and treatment planning. The 
Unit also serves as a training center for University students. 

Today, the Unit treats over 180 brain-injured clients and their families. Client* 
referral sources include: the Rehabilitation Department of the Ministry 
Defence, the Rehabilitation Department of the histit Jte for National Insurance, 
andself^referral. The Unit is situated inGivatayim, which is a suburb of Tel Aviv; 
a second clinic was opened in Jerusalem in 1985. 

THE GIVATAYIM UhllTH AlWOACH 
Conceptual Framework and Theoretical Orientation 

The Givatayim Neuropsychological Unit s orientation and treatment miKlel 
regards all aspects of treatment withit^ the broad context of psychotherapy and 
the psychotherapeutic relarion?»f''i \ The mixlel, which will be presented in some 
derail, has evolved over the years in respimse to several underlying and crucial 
perceptions. These relate U) our perceptiim of the head-injured client, and the 
treatment pfocesscs. This perception will be illustrated using brief examples 
drawn ♦Vom the therapy roonv 

The rollowmg illustratjon taken from Mr. L.*s therapy highlights i?»>ue?» that will 
be Jjjvus>cd further on. 

The C[\sc ot Mr. L. 

1... A \L\ir old vt'tLT.m. Inst e\v .uul susi.niu'J tn>nt.il injuries v;\cr.il 
iiu-nihs a^n when .i rock w.b iluown .it luin during hh .innv a-Ncrvc Ncrvicc. 
KiM'iulv. he.ilKmvd lib vvite tiuonvincehiin tn)iun Iwtai a|Mrtv. ANsuimny 
hb prc'inorbid sivi.il rule, ho [\uireJ th».* Jnnks. but lu* misNcd innsr ot ilw 
L'l.bNi'N.Mul ruuK'd thciablcLliuh. Hcllu-n priKmlul iDrubNthe i^l.bscs when 
.kldinu' the icf cubes. Hb i^iwl iviturcd trieikK ^uiJ ht^ \\\h- responded bv 
ponitumout hu[ni»riubiv that be vv.b drunk before even drinking. L. lauubed 
,\lm\i witb them, nor teelinu anv emKirnbsinent L. brouulu thb ineiJeni to 
rlie thera|n session .is .ui example i»t hb problems wuh vieprh percept ion. 



This incident reflects how the reality of tlte hrain Injury does not hecome part of 
the person's awareness. AviiidinR the awareness of the hrain injury is the rcsuh 
of an Interaction between a deficient cognitive system and defensive dynamic 
processes. In tliis case L. perceived the event in a concrete way, isolated from any 
Bcnerall:ed, abstract and pers»mal siiinificance. At the same time, dynamic 
denial and isolation defence mechanisms were utilized to the same end. These 
processes found external reinforcement in the denial and protective response o^ 
L.'s wife and friends. The role »)f the physical, overt disability (i.e.,the lost eye) 
is magnified and is perceived as the sole reason for all that is wrong. The above 
incident becomes one of many fragmented experiences that are not integrated 
with each other or with L.'s perception of himself. There is also a marked 
dissonance between the various levels of L.'s respimses to his condition: L.'s 
initial refusal to attend the party indicates some emotional awareness ot his 
changed social identity. On another le\ el his prompt taking charge of the drinks 
points to the persistence of a pre-morbid self image. On yet another level, .he 
incident was important enough for L. ti> bring it to the therapy session albeit fv)r 
the less relevant reasons. These and other levels exist conciirrently but in a 
disjointed manner. 

In tills and other cases, we choo.se to focu.s our attention on the way that the 
integrative aspects of the client's personality are affected by the direct and 
indirect sequelae of the injury. The.se would mclude the following: 

1 . The mutual augmentation of the dynamic defense pnicesses and the cognitive 
deficits (L. cuuld not correctly evaluate the relative significance ot his lost eye 
In his visual motor conrdmation. and whatever he Ciuild comprehend he 
couldn't "afford" to know). 

2. The fugmentation of the sett concept brought about b\ irreconcil.ible expe- 
riences (L.'s persistent effoit to lu.unt.iin his pie-morbid siiti.il mle .uui his 
obvious inadei,|iiiicv). 

V Lick .if congruii\ between the Jieni'^ various levels of perceptions (L's Lick 
,it awareness ot his social dittu iilties and his unexplained unwillingness to go 
out). 

4. The dilficulties experienced b\ L.'s wite who is controntuvj her own personal 
Kiss Ukt husband is plusicilK present \ei in m-mv w.ivs absent .is the person 
she klH V\ ). 



ERIC 



5. The ways in which a supportive family and serial network reinforce the "false 
self (The excuse given by L. s wife and friends for his spilling the wine). 

Before we discuss the principles of therapeutic intervention, it is appropriate to 
review how these principles guide the evaluation process. 

Assessment and Evaluation 

A detailed presentation of our approach to assessment is beyond the scope of tliis 
chapter. However, we would like to point to some areas in which our conceptual 
framework has a specific influence on the evaluation prwess. This is reflected in 
the qualitative analysis of test data rather than in the specific choice of tests used, 
Furthermore, observing and imderstandinfj the way the client enKaRcs in many 
aspects of his assessment is of yreat value. We may briefly review the f4)llo\vinK: 

I. On the most basic level, the assessment pri>cess attempts to identify areas i)f 
deficits and patholoRy, particularly those that may be indicative of 
neuropsychological syndromes. In this, the evaluative tests and prcKedurcs are 
quite similar t4) those practiced n most neuropsychok)gical clinics. 

2. Our assessment process is heavily biased towards identifying the clients 
cognitive style. This style is seen as the result i)f an interaction among the 
client's pre-morbid cognitive style, his current deficits, cognitive compensa- 
tory strategies and dynamic coping mechanisms. Understanding the nature oi 
this interactiim is an essential goal o\x\\v assessment princess. One of the ways 
in which such understanding may be enhanced is to look h)r the simultaneous 
impact ot dynamic and cognitive factors in both cognuive and projective test 
material. 

V Special attention isgiventouuegraiiveand mcta-cogninvehinciions. huhis 
context, the client\ ability to actively and efficiently seek infiirmaium 
penmeiu to the ia.sk at hand is evaluated. Similarly, the client's eontimuHis 
awarene.NS o\ his goctls while engaged din a ta.sk is also evaluated. 

4. Testing'i)f'liniits isi)ften inei>rporated intiuhe neuri»p>ych4)lt)gicale\^^^ 
process. In our clinic, we hnd particular interest in extending the testii\g-4)f- 
limits to the interactiiMi between the testee and the therapist'exaininer. In 
must cases, new clients are evaluated by the therapist o\ er an extended period 
irt time. In this ay. the therapist inay iibserve hinv tl le therapeutic relationship 
attects the chent s pertorniance. IntoruuUion obiiiined is of progiiiistu value. 



provides guidelines for future therapeutic itwolvcmcnt and is indicative of the 
client's abihty to establish and benefit froui intcrpersiMial relationships. This 
aspect of testing-of-limits is less relevant in medicaMegal assessments than in 
the evaluation of clients who begin the therapeutic priKCSs. 

S.Sincc ecological validity is our main concern in assessment, we often seek 
clients' permission to include significant family members in an intake session 
and to visit the client in his home erivironmcnt. This is of particular 
significance since so many of our clients are stimulus-Kiund and behave 
differently in different environments. Establishing a direct link between family 
members and the therapist and home visits are important sourcesof additional 
perspective since many of our clients may be inefficient agents of information. 

6. The continuous process in which the therapist-examiner and the client engage 
in deriving pertinent infi)rmation from test data is in itself a test situation. 
Issuesexamined at variiujs points throiighoutthisprijccss typically include: the 
client's way of coping with his new reality, particularly when it is presented to 
him unambiguously; his ability toassume an ■ ctive role in generating, together 
with the therapist, an integrated understanding of this reality; his ability and 
willingness to assmne responsibility in sharing new inforuiatior\ and insight 
with significant others. 

In view of the aU)Ve, the evaluation is seen as a multi-purpose priKess. To begin 
with, the therapist is provided with many levels of information: symptoms and 
syndromes, cognitive and personality style, interaction between clinical and 
neuropsyci;ological dimensions, and siKial and interpersonal resources. In ad- 
ditiiMi, ilie evaluation pn^ess serves to intrixiuce a framework for future inter- 
ventions. For example, the developing interaction between the client and the 
therapist "Oaminer establishes a concrete basis for future discu.vsion oi difficulty 
and dis ibiliiy within context of acceptance and coping. 

Principles of Therapeutic Intervention 

Our intervention model implements the following: 

1. All interventii^ns are conducted within the broiui context ot the therapeutic 
rebiionshipbetweenclient and therapist. Thiscimtextisbased on acceptance 
and (H)sitive re^^ard for the per.son as he is tivlay. He is experienced by the 
therapi>t as a whole person in a way with which he can identity. Witliin this 
context, the need fi>r dynamic defenses is reduced, and thus the dynamic 
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defenses nnJ cognitive deficits are somewhat iintaiiKled. Fiirtliermore, within 
thedynamicsofthe therapeutic relationship, integration Ismultl'diinensional. 
The therapeutic process involves the identification of specific deficits and 
areas of impaired functioning, and this is accompanied by interrelating these 
to ()iie am)ther and providing an egO' invoK'cd frame of reference. For example, 
impulsivity, short memory span and inadequate communication arc identified 
and interrelated to each other in terms of the client's inability to remember 
intentions or achieve a meaningful goal, and this is related to his brain injury. 
Cognitive deficits are thus presented to the client as sources of Ci)nfusion and 
hindrance to integration. Development of Ci3gnitive skills and more adaptive 
coping mechanisuis can be perceived as an integrative way of dealing with 
conflicting information about world and self and regaining mastery. 

An important aspect of the therapist's role is to enrich and rehabilitate the 
client's euiotional repertoire in intensity and variety. A detailed presentation of 
neuropsychologically'based interventions is beyond the sct)pe of the present 
paper and is available elsewhere (Gnjdsteiii &i Ruthven, 198 3; Gross 4k Shutz, 
1986). The transference reiai''<';iship enables the client t4) gradually regain 
coherence of his fragmentary self experiences. For example, the client who can 
identify with his therapist's emotional response to his loss, may begin to mourn 
and integrate his mourning with his i>ther present experiences and memories of 
the past. 

2. By necessity, the language ot therapy with the head-injured client has unique 
qualities (Gross, Klag, & Munk, 1986). For example, the client's concrete 
aftiiude ami persever.ition, while obviously a hindrance to adjustment, may 
paradoxically enable the therapist to suggest slogans that the client can use to 
i)rgani:e and develop his behaviour. A violence-prone dirnt learned to use the 
>logan "strong men dim't hit people." He subsequently mternalized the value 
i)t restraint. Another client suffering from a severe "frontal syndrome" learned 
to ask himself "What do I have here.'" whenever he came into [\ new situation. 
Kepetitious experiences with this question taught him to habitually scan his 
environment. Along with i>ther developments nuiredirectly related to impulse 
control, this client found — to his surprise ~ that he became mi>re attentive 
to his girl tneiurs miH)ds. 

Ir >hiHild be ni>ted that a cognitive intervontu>n which in ci)nducted within the 
framework ot a therapeutic rel.itionship often has Mgnitic»int impact on inter- 
perNonal «ind enu)tion»il behavior. 



3. Wliilc the psycluitlierapeutic rclationsliip serves as context for all hucrvcn- 
tions, tlic specific needs of rhe client witli brain injury require interventitms 
to he firmly and explicitly anchored in tlie client's actual reality. This anchor 
is of paramount importance because of two interrelated issues. First, as many 
of us know, the client may not interrelate experiences tv* another (Mayer, 
Keating, & Rapp, 1986). Me may be stimulus-btnind and concrete, and unable 
toconnect — without external Ruidanc*' — issues dealt with in the clinic with 
events that take place elsewhere. For example, a client may entirely nefjlect to 
brinfi i»to therapy the fact that he has a yirlfriend. In a similar manner, a client 
may fail to see the relevance of his emotional reaction to the test perftirmance 
and his refusal to meet people. Secondly, the client may not on his own relate 
and apply abstract knowledge, emotions and concrete e\ ents to one another. 
Thus a therapist may feel that the client talks alH)Ut anxiety related to the 
possibility that his wife might leave him, while in actuality he is relating 
separately to either his difficulty in taking care of himself without help, in 
being alone, or else to Iving deserted. Indeed, the client's feelings of loneliness, 
fear of abandonment and anxiety, unless tied together by the therapist to the 
concrete family crisis, will remain separate and isolated and even lack actual 
experiential meanini^, 

In view of the above, cognitive functions are regarded not as isolated phenom- 
ena, but withui the broader context of the individual's need toachievecoherence 
of information and experiences. Hence, a di.scu.vsion of cognitive deficits can 
provide a framework for relating to a client's emotional world, Similarly, ihe 
clientV emotional re>pon>es may >erve as a framework tor discushing the way in 
which he deals with information, 

4,h isofuimo>t importance that while in therapy, the client is fully uivulved in 
his "real" life, iHUsule the therapy room. The cli -nt isconM.stentlydi.NCouraged 
from seeing himself as a "patient" who.se existenCw' ui the clinic is separate and 
distinct from his everyday life. This requires both minimizing actual treatment 
hours and creating specific therapeutic strategies. The clients in our unit get 
usually one or two hours of direct treatment hours per week (in no case more 
than four and this would include family and group therapy where appropriate) 
and will use the rest of their time fulfilling other Titles such as family member, 
employee and friend. We deliberately refniM from offering para-medical 
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services (such as physical, speech, and occupational therapy) as pan of Dur 
services ami let the client get such services elsewhere. Thus, in a concrete way, 
the client is discouraged from seeing himself as the passive recipient of 
treatment at the Unit, On the contrary, he is encouraged to see himself as an 
active agent in his rehabilitation process and to assume responsibility as best 
he can. 

When a need to CiH)rdinate treatments euierges, the client will be part of the 
ccHjrdination prcKess. Me may be given the opportunity to identify the need for 
coordination, bring together the different parties and propose a policy as the case 
may be. Whenever possible the client will be the one who explains his situation 
to others, utilizing concrete examples taken from interactions with his various 
therapists and to convey "abstract" explanations ah)ut deficits and dysfunction. 
When a multi'disciplinary team is working with the client, the client himself 
becomes a significant member of that team. 

5. The cognitive difficulties of the client usually require therapeutic strategies 
and techniques designed to facilitate the impact of the therapy and its gains on 
daily life. Sometimes, deliberate steps are taken to provide the client with a 
concrete representation of his therapist while he is writing a daily log. When 
the client is writing the log he is havinga covert dialogue with his therapist and 
can bring together his perception and feelings with those of the therapist. 
Caution should be taken that •ne context within which this dialogue is 
developeil is the therapeutic relationship. In this way, three dynamic dimen- 
sions have simultanei)us presence and can be integrated into one coherent 
system: 1 ) the act*«al and concrete life events of the client, 2) the therapeutic 
goals, and J) the internalized uierapist. Another meansoffacilitatingintegration 
between the clinic and ongoing life events is by reducing symKilic boundaries 
between "The C'linic" and "The World." t)ur Unit is currently located in a 
residential apartment building and, trom theoiuside, is mdistinguishable from 
surnumding tlats. Neighborly relationships are established between staff and 
clients and the next diH)r gnKer. C'lient.s are encouraged to relate ti) the Unit 
m an infonnal manner, to make coftee for themselves in the kitclien, to 
interact socially with the secretary, i»ther statf memkrs and i»ther clients. 
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To sum up this section, the following steps are taken to increase generalization 
and internalization of therapeutic gains and reduce the limits created by the 
client's tendency tu be stimulus'bound, concrete, and defensive: 

L minimizing treatment hours; 

2« clearly defining and limiting the role of the therapist in the client's life; 

3. encouraging the client to assume an active role in coordinating his relation* 
ships with other agencies and life systems; 

4. maximizing the representation of life events in the therapy session and of the 
therapist in life outside the room. 

These steps help in making life an integral part of the client's therapy, and 
therapy an integral part of his life. 

Dynamics of Family and Social Systems 

A major challenge for the clinician is to find ways i)f augmeniinK interspersed 
direct client contact by maximally utilizing his various life systems as rehahiii' 
tating agents. This should be done with full client participation and without 
turning members of the client's milieu into therapists. 

The client*s significant life systems — family, social ni'tworks, occupational 
milieu — provide a primary source of n)ear)ingful information and experiences. 
These systems thenuelves are inevitably trauir uized. Often, the patterns o\ 
readjustment become, in one way or another pathological, even when the tami 1 y 
was pre-morbidly fully functional. The consequent inieractii)nal patterns with 
theclientpri)videhimwithconiradicioryandconfusing(ornegaiivi) mtormaium 
and experiences. 

L.'s case as presented abovei illusirates a typical interaction between rhc 
individual with brain itijury and members of his family which hinJi r^ {hv 
person \s rehabilitation. There are many and complex reasons why a nim-mjured 
family member, like Us wife, reinforces those pejceptions. foelingsand Ivhavu^rN 
of the client which are inadequate. Mrs. L. felt that she could n<»t huit her 
husband'.s feelings by confnmimghim with his failings. She also^ihielded herself 
from the full realization i^f the changes in hei nusbund. In this way, a puth ol 
continuity is preser\'ed. CXert expression i>i tai.stratums and anxieties at 
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suppressed. ! {(Hvevcr, ciwert emotional responses continue. The family, iiiclud" 
ini; the idcntitieJ patient, heconK\s locked into a maladaptive system. 

The eventual aim oi therapy and rehabilitation is the reinte|iratio»! of the client 
in social, familial and occupatii^nal sy>tems. The process of reinteyranon of the 
person with hrain injury into his funiily and st)cial systems places an extremely 
heavy hurden on that system (Brooks, 1984) It calls for a flexible redefinition ot 
roles and interacliv.ns, i.e., a redefiniritm of the family s self'Cimcept. For most 
families, this priicess requires external and professional help. This help needs to 
be intrinluced as soon as possible so that continuity of the client's invoUxMueni 
and identity as part of his sociidsystcMns is preserved, yet modified toaccomnuKtate 
new realities. 

Therapeutic uUeivention with the family is important for the client s progress, 
while at the saute rime it addresses the tanuly*j> piun. 

An in)pt»rlant area of challenjjeN and difficulties for the fjunily thenipist is in the 
seemingly confliciiny intere^t^ and perception^ of the client, his family and the 
therapist. These differences may be illustrated in the Ciise of Mrs. S.: 

The Case of Mrs. S. 

S., .1 40 year old highly I'duCiUul mother of two M»n^, ^uMained several brinn- 
^lem hemorrhages .uul deinnivsiratal emoiuMvai tLituess, Lick ot imtuuive. 
extremely brief memory ^pan (^he ciuild not remember p;n tM»t eonver>.ilion 
withm ten miiuite>). m additii»p, to other severe ei»t:ninve deticit^ ,ukI 
dittkultie^ in vhion .ind Kilmee. S hiiNtMiui comphuned th.a S. ^pent most 
ot her time in k'J retuMnu tojom the t.unih in the hvinuroom. Shv would .ilst) 
ri tihe to on oi i\U)jis witli th . t.uniiv. Ml^^'e^tln^ th.it ^luM raiher s\^\s ht»mi-. 
^he Ji>rei,MideJ her Lkk ot \*itetv .uul neeJ ti»r t lose nuperviMon. S.'\ f.tnuK 
w ere extri-melv worried hv wh.it thevcoiMderedtohe indkatioi^ot ret;rexMon. 
MuJi t.uniK intvr.iition e\olved .irouiul these hNue>: S.^ hu^KuKi uMbh- 
lentlv prv\IJed her .ind .iruued with her .iKuit her "l.uk i^t un^per.iiion and 
inotiNatlon/* \n the louple^ ther.ips . wlu ne\ vr then- isnUi*^ would Loiiie up, 
>. woulJ reire.it .uul Ji^:e ott. In one ot the ^e^^lon^. S. expliutiv ^Mled th.il 
shi- w.nUfd lodie Her lui^h.uul, who h .i kinJ. Mip(Hir(t\e .uul warm perM»n. 
(nevl liuoiu UKe her lh.it ^he h.iJ lire.itK iinprv)\evl aiul NhoulJ he i^r.iielul for 
iImi he w.iN. 
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S.'s heliavior was reintcrpretcJ for both her husband aiul S. herself as Bcnuinc 
expressions of positive therapeutic pr^if^ress. S, and her family were able to .see 
that underlyiiiK her refusal to leave her bed was the expected ayony entailed 
in the situation of being with the family and yet separate. S. was unable, 
her own, to formulate to herself or to coiumunieate ti) others the pain aroused 
hy having lost her function and role in the family. The therapist identified 
these painful issues for S. and lier husband, and could view S. s staying in bed 
as a willed decisii)n to avoid Cimfrontation with her reality. Smce lack of 
initiative was one of S/sprt)blems, reinterpreting her passivity as an act of will 
alKnved the therapist to regard her behavior in a positive way. Also, {U\\ 
pri)videdS.\vith:Mi admittedly sn)all but gr<>wing sense i)fcontri4.Tliis\vhi)le 
process demonstrated to S. and the family a ba^ic dignity and value which 
cannot be denied, h^ a similar vein, her voicing of suicidal wishes could be 
viewed as positive — alheu painful progresN fiom her emotional rtatne>>. 

This example illustrates hmv in therapy with a hrain-injured persim, developii^g 
neuropsychological processes within the emotional CiUUest o\ psycliotherapy 
must tiuich upon and t)ften annise complex, seemingly contradictory, and painful 
issue> for the client and family. The client may be getting better, but ihi> enraiU 
feeling much worse. An Nhe bectaiKvs less defensive, she can become nuue aware 
that she can more full y Ciunpreheiul and express her predicament. The nu uirning 
and depression seen in clients at this .stage require therapeutic skill with both 
client and family, at limes psychiatric intervention, and abiAv all. the Nuppon * )f 
the therapeutic alliance. I iowever, the stage o\ iiuunning h an esseniial p.irt nt 
the client's reintegration of lier sell concept. 

Structural Features and Progninis 

We have presented siMUe ot the underlvinu priiK ipleN thai uuiJe ifie t iiv.u.ivini 
Unit's evaluation programs and therapeutic inierventi« -ns. It shoulJ he pointed 
lUil that the application of iliese [principles is aU\ ays adapted ii» the unk|ue neeJs 
of each client and her family. The individual program is llexihle. unuuuialtN 
reavses^ed and ionstanrly adapted to ilie cliapter descrilvJ the v.iriiui- aiul 
eonsianrly chanuiny roks assumed by buih the ilierapiNt .ukI the Jient at 
different levels dI the tre.itment the way it iNH»ndueied iiuua unit. The m.ijiM 
purpi»seof this chapter was rnviescnlv boss we view tlunnmplexitv ihe I raiiv 
u^jiired client and her needs, .iiui the neiirop -uholomuil iniervi'ntu>npri\e^seN 
that we vleveL)ped to address tliese \\v<.\U. 
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CHAPTER SIX 
U.S. Commentaries 

Skldon Bmol.M.D. 
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he concept of ciHUiminiiy rehabilitation services fur siirvivi)rs t)f traumatic 



X hrain injury (TBI) has engendered widespread international attention. 
The State of Israel has been a pioneer in rccognizinfj the potential benefit of a 
community oriented rehabilitation approach. This undoubtedly has been the 
result of its organized acute rehabilitaii^in effort iox traiuiiatic brain injury, and 
the highly trained staff rehabilitation clinicians and researchers who rectiy- 
nized that discharge from hospital after traiuiiatic brain ' *ry does tun conclude 
the rehabilitation process, but often signals the need Kir uitense interventitin in 
new directions. The broad multidisciplinary base t)f professitmal invt)lvement 
was an essential con^nment that had been missing in the European arena. 

Persons with TIM were recognized as having a unique grouping of unpairmeni> 
that required specialized Umws of intervention and that new services needed io 
be created if these individuals were to be uuegrated into the community. These 
cliniciansappreciaiedearlyiin that traditional rehabilitaiitnvsetiingsorp.sychiatric 
settings were unable to sub>tantially miKlify long-term outcomes, since they 
frequently failed to iwlentify or address the higher order ci>gnuive, and subtle (and 
sometimes not so subtle) K'havioral deficits. 

The papers in rbi> uu^m^graph describe a variety of community Im>uI proj^nuuN 
that attempt lo m)rmali:e the TRl survivors' prt>ce'^s of re-adaptat ion by utili:nn: 
the ci>mmuniiy as a therapeutic environment. They rcct^unize the need tor 
individualized vticational rehabilitation, including shfltered employment that is 
distinct \ro\\\ the traditional sheltered wtirkshop settint^s, prtiyrams that con- 
ceptualize the problems .md potentials in a new perspective. The potential tor 
behavu)ral chani^e. new learning and coj^nitive ctimpensiinon ot TIM patients 
mand.ites.i change from the tradit u >nal Wi)rksln>p uhkIcI designed tor emot lon.illv 
and developmentally disabled individuals. It bec.»:iie apparent th.U there was a 
substanti.il subgnuip i>t chronic TIM patients wht) cimjU enter the job market .it 
some level if basic vocatK)nal and Mnial skills were enhanLcd. and intrinMC 
abilities were facilitated- 
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Tlie need xo develop civocationtd pursuits both from the perspective of leisure 
time miinagement, e^o development ;ind tlie priJce^ss of social reinteKratiivn 
heciiine a pnnuuouiu effort. Mt>st importantly, the Israeli investiga^)^s recognize 
the need to incorporate the family unit, not only in the therapeutic milieu but 
in rhe development of recreational and avocatitnial skills. A revolutii>nary 
community-based recreation and treatment center, Beit Halocliem, facilitates 
family participation throuyh its broad scope sports and recreational oppor- 
tunities. This level of planned involvement, should be explored and emulated in 
other more affluent countries. 

The programs described are based upon several universal concepts that form the 
luMS for any successful coinmuniiy-oriented proyranv The yoal of attempiiny to 
establish a "quality of life" hinyes upon an individuals ability to assume smue 
level (if control in one's life. Thus we 5>ee repealed in several o( the programs 
described* a yraduated schema for the sharuifj of connol within each of the 
pri)|»ramsbasedupim the palienrs^^hllty. This \\MKrol>lv»^ isacctM'nplished 
within a Knuip or social context. The development ot an autonomous role and 
the aceeptiUice of the respoivMbilities that accompanies autonomy, htvcn to 
reestablish ej^ostreiiyth ;'nd the concept o\ adulthiKid. 

AIm) stressed within the pri»yrams is the concept of providing activities that 
relate to the individual's lifu ;u home, the community and at work. EnKatiemeni 
in activities that are meaninytul to the individual is a major factor in i )vercominii 
pn^blems nt initiation and establishing motivati(m. The abihiy ti^ use over 
learned preinorhid skilN oft time^ .iccelerales thi- rehabilitation process, and the 
acquhition of new ^kilN aiul Ivhaviors. 

Sewr.iU^f the pri )v:r.inburili:iM^hchired uork.^hop.ippro.Kh.indhave been able 
to tranMiii)n Jieni^ inn^ manure. iiu work aeiivitieN» although frequently at a 
diffe»-ent level th.in the p.iiieni fiineiioned at premorhidlv. Suppuried eiiiplov 
ineni lu.r mentioned a^Mich in anyot the pri'^ranb. but some of the elements 
appe.ir to Iv [^reseni. The eoiuepi of pl.Kinu the patient in the en\ iron- 
uieni aivJ then ir.nnini: for the skilU overci^mes the Jitfieuliy in ucneralizaiion 
of skilK ih.ii clients vMth IkmvI injiirv frequenih h.i\e. Mention MU.ideot uork 
site assistance ti^r those who Jo return lo a Competitive enviroiMlieni. but there 
appe.irs to he no formalized sysi^^ in ot )iiluoai.lnnv!- The models presented appear 
to reeoi^nire ili.it the pou-niial tor Jianiie h greater when meaninutiil e^o 
Niii-'tMhii aitnitiesare pri»\ulevi as pari ot ihe rher.ipeiiiu iiulieii. MeanmLilul' 
ness ihe inlei\ eniii»n appears h» 'v a hallmark I'^ileri.i. as uell it shiuild. 



Dr. Katz presents a concept that requires further thouRlit and exploration when 
he discusses d^ir method of reiinhursement for workshop activities. \t is worth 
pondering that the rehahilitants elected to estahlish a conunon fund fi>r monies 
received rather than to direct these monies to the individual who performed d\e 
work activity, h may well he that this wouki occur imiy when an adequate 
entitlement is priwided. However, the eiul result is that a decision was made that 
societal t^r group needs had greater significance than individual needs. An 
interestii^g example i)f higher order thought processing. 

Most of the programs discussed have a str^ing fi^undaiiiin in the psychotherapeutic 
pnicess. This may limit the iin'olvement of those at die severely brain damaged 
side of the spectrum. ExperieiKe and the literature suggests that insight therapy 
may he of limited success in the case of severe h imtal lobe pathi>li^gy. While a 
mullidinwnsional approach is utilized hy all thepn^granis, the limited number of 
disciplines invi^lved in some pri)grams» and the patient's need to independently 
seek out care for motoric, orthi^edic and neurologic problein^ NVi)uld seem to he 
a disadvantage to staging gi>als and interventions hased upon the patient's needs, 
rather than discipline need>. 

Evsential toihedi.*vek)pmeni ot a hrinkidMscd commimity rchahilitaiion appn^ach 
ti) the need^ o\ TBI individuals has Iven the centralized planning that devek^ped 
under government auspices that resulted in a systematic tippnnuh lo'CiXt'. . As yet, 
such a systenViUic appnnich ha> ni»t been replicated elsewhere, t 'ertainly the si:e 
t)t the State Urael ha> been a positive tac(i>r in the ability loilevelop a system 
ot care, particularly at a communitv^xhed level. Iknvever, most larger nations 
CDuld easily devek^p rcgioniihced svsteius. 

In gcwral, the pri>grams represent dav ire.umeiu eeiuers where rehabihi.ints are 
referred upon discharuofrom hospital, tiDiu chronii care tiicilities nr. itter having 
lived m the eominunitv ti>r MMUe time. Ni>ne i)t the prt^gnnus kvpresent the 
"inuvMtiiJnal living iiuKier' that h.i^ been popul.ir in the Un:ied .States. There is, 
howi-ver, a heav\ emphaMs described m each of the pn^urainsun inei^rporaiing 
the family and M>cial miheu i^f the mdiviJual intiuhe iherapeiiiic prnces> The 
adv.uMagesDt inci>rpi>riiting tlic tamily, taulii.itini: their understanding ot the 
p.ilholoiiv aiul the resultant sequelae, .ind m expanJuig their own et>pmi: 
me'chanisnis is quite obvuuis. In the United Stiiies we h.ive liM this piUi^'imal 
since tew prucraiiiv are 'Vi)mnuinit\ b.ised/* but ever\ aiteinpi is made \o have 
\ude "graphic jMributuMi. P.irieiHs nuisi rr.ivel lunu Jhtaiues ropartieipaie. 
and relatneU fesv member^ ol \\w taiiuK. aiui ceri.iinK iu»ne i»f the extended 



family have access to this intensity of couiisclinRor infcnnatiDU. Thus it may well 
be that the need for "transitional" programs which require the patient to live in 
the facility, remote from the patient's community, all he it "homey," may not he 
necessary in the continuum of care if the therapeutic community is one with 
which the patient is most familiar . . . and if family and friends are maximally 
equipped to deal with the behaviors of the patient. 



BamWiller. IW. 

Director, Research and Tniuuun ('cuter 
on ( Jominunity Inie^ratioh ot Persons wiih TBI 

❖ 

The Research and Training C.Vnter on ('ommunity integration of li^dividu- 
als with Traun^atic Brain Injury (TBI) has been in operatum for sliyluly 
more than two years Ouriny that time we h;no learned a fjreat deal aU)ut the 
frustraiioivs of these individuals and their fatpilies, with the services offered in 
most North American conununities, or wn^^v importatuly, with the services nut 
provided. It would be ideal if the systeu» serx ices offered v\ /inother country 
ctuild be di)cumented and eventually lead to a transfer of innovative aspects to 
the Ui^ited State.s. This motvjyraph describes various components of service for 
individuals wiib TBI \\\ a Ciumtry with a vastly different social sysiein and v)ne 
forced ii> cope with a larger than normal number ot war veterans with TBI. 

Tlu* |M. •■us we bcive v)bserved ii^ North America are best summarized by a 
report ot thc^)ntario Head Injury A^sociatioi^ itiC'anaiia (1^8^)). h>lli»winy five 
viaysofpublic hearings in three different cities, the report concluded that the vast 
inaji»nty of individuals with TBI di» ni»t receive the care and/or services that 
wv uild facilitate community reentry. The typical vnitcimu* is return to the fainiiv, 
who must cope with the invnad of physical, coyniiive and behavioral sequelae 
with litrle v»r no protessiiinal asshtaiKe. The report calls tins pusi ama akm- 



Various reports in tlK* U.S. hiivc Imich prepared l>y committees exaniininK the 
status of iiiilividiials witli TBI in tlieir state. In New York, the sy.steni t)f 
community services was descriheil as fragmented or nonexistent. In Missouri, 
many individualsend up in psychiatric hospitals receiving inappropriate services. 
There are similar reports on the status of needs of individuals with TBI in Alaska, 
Colorado, Connecticut, Illlm)is, Maine, Missouri, Rhode Island, Virginia, 
Washington, Virginia, etc. While these reports do not use the term post coma 
flfwmltmment, they describe thcelemeins that characterize thisoutcome. Services 

that facilitate community re'cntry are scarce. 

This moiuigraph describes thedevcKipment of a system of rehabilitation services 
in Israel that diK-s appear to -.kldrcss tlie problems of post coma ahand(mment. it is 
interesting liow these rehabilitation programs have been established in different 
organizational environments, including an inpatient rehalMlitation setting, a 
stand-alone day hospital, a sheltered workshop program, and a comnuaiity-based 
recreation and treatment center for veterans. Unfortunately, th-j autliors do n > 
provide a comparison of t)rgani:ational compatibility between these types • 
settings but it raises the possibility for a comparison of the influence ot different 
organizational environments, treatment ideologies and approaches to service 
intervention, 

The impetus to dcvditp or expand services in Urael is described as in direct 
resjHinse tu the large influx i)f war veterans with TIM. It appear.^ that, compared 
with the generiil pDpulation, veterans arc perceived as more deserving ot 
reiiabilitation services, for a longer pernKl of tii-iv, and .vith greater participation 
in the management of programs. It is interesting that there is no mentiDU ot the 
pre-in)iiry characteristic.N of individuals with TBI as risk-takers or coming from 
disturbed families; a common theme in North American rehabilitation programs 
despite relatively little resciirch support (Mack vk Horn, \%^)). 

It I.S .dso interesting th.it the first programs in Urael were developed tor those with 
severe behavior problems and others who are hard to serve (e.g., those pl.iced in 
psychiatric programs). The next programs established were comnninity-bascd 
and serve many who live at home. In N.)rth America, reh.ibilit.ition prouraii: are 
more rvpic.illv inp.itient Kvaiise. a> Miillins ( 1 W)) points out. this is what the 
third party payers are willing to fund. Mullins aKo points out th.it reh.ibilit.ition 
in the United St.ites b.m inJiotn aiuLissuch. isdriven bv the profit motive. The 
industry i> not likelv to suppurt programs that are dittKuli ti> ttind or serve a 



population that is expensive to treat. Individuals with severe hehavior prohlenis 
are the most difficult to treat and such pri)granis are the most expensive to run. 
hi North America, programs of this nature are rare, ('ommunity-based proRrams 
are also rare because it is difficult ro find financial support for them. These 
programs are only now hesinninii! to develop, hut do not have the luxury of 
support apparent in Israel. 

There are a number of innovative aspects ot the projjrains described in this 
monograph. There is a clear emphasis on vocational adjustment, apparently ni)t 
just to increase the earning power of the individual and reduce the financial 
burden to thestate» but to increase the self-e.-teem of the individual and h) reduce 
the stress on the family. The rehabilirati(Mi center described in chapter rwo 
presentsacombinationofvocarional, educational and sociahictivitiesforclients 
wlu) may never return to gainful employment, hut can nonetheless have 
meaningful daytime activity and relative autonomy. Chapter five describes a 
comprehensive community-based pro^raih fi)r higher functioning clients, and 
the pr4)Hram is terminated only after the individual with TIM has been successfully 
placed in a vocational seitinn and has achieved stability. 

Return toyainfulempli)yment for individu.ds with TIM i> especially problematic. 
1 he probk'In^ ot vocational adjustment are well documented in a receni edited 
book by Wehman and Kreui:er (I W). This book also hi^hliyhiN some ot the 
innovative approaches m )\\ bemfi utilized in the United Srare.s. These approaches, 
particularly supported employment, su^jiest that job re-cnrrv is more likely when 
pn^urams pn)Vide suppler! to the inviividuiil t»n the job. Traiisiiu»nal and sheltered 
emplovmeni approaches nuiv be too protective and may not .illow sutficieni 
j.!ener.ili:ai..)n of skill leainini^. to be effeenve .n ennuirauin^ competitive jt»b 
placement. The pmuTams in Uniel adi»pi an attr.u tive ideo|oi,'v but could .iNo 
Ivnetii from considcr.ifitjn of these iniu»vative appro.khe^. 

The Israeli prn^i.uns sh.ue .1 ps\chovivn.iinic cippri^kii lo ire.iimeni ih.it h r.ire 
in N^orih Amerk.i. The communitv-Kised proi^ram desuihed in ih.ipier four 
outlines the assuinpt'ons tb.u underlie thh approach. The individual with TIM 
|s .isMjincvl lo h.i\e deficiencies m coLinitiiin, but ak) h.»s defense nuxhanhm^ 
that interfere witli siKcessful .ui)usniu'nt. Individu.ii ps\clu»iber.ip\, f.imiK 
iher.ip\ anJiiroup ther.ipy.ire all pro\ ided. The acuie^.iie priH^r.iin described in 
Jiapler three |Vi>VKles .in .Kklition.ij .issumpnon ih.ii in.ippropri.ite defense 
mechamMUH .iiui f.uniK J\^luiKiu»n cm iKuir in the .uute uue .inJ m|Mrient 



relwhilitiUion settinn nnd that ciirly intcrvcntiiMi is required \o avoiil proHlcms. 
"Treatment is viewed ivs only one component th.it suppleiuents the patient's 
experience oi reality, and is under no circumstances a substitute fur it." 

It is jjenerally accepted that a common characteristic of TBI is lack of insijjht 
(W(kkI, 1987). Hence, insijjht-oriented treatment approaches in North America 
arc presumed counterprixliictivc. Most programsemphasi:e physical and coRnitivc 

recovery with relatively little attention paid to personal or family adjustment. 
(}tmversely, pro«rams in Israel emphasize psychotherapy and delilKMately separate 
it from the medical and physical interventions. 

Each of the proKrams described in tiie monograph offers direct and indirect 
support for families. Since these pro«rams are lony-term and conununity-hased, 
their interactions with families arc probably more normalized than is typical fi^r 
inpatient sett inns, The proRram described in chapter two provides support groups 
for parents and a separate «roup for wives. These suppi irt yrinips continue several 
years after the injury. They also provide a support limup for personal aides. In 
North America, support groups are offered in most conununities by head injury 
avsiK-iations with Kh)sc ties to professionalsand treatinent programs. Unfortuivately, 
the monoKrapli does not tell us whet! ;er associations of families and individuals 
with TIM e.xi.st independent of the rehabilitation prof^rams. 

Probably the niDst uiuqiic aspect of the system i)fser\ ices described tor Israel is 
the CDmmitment to pruvide rehabilitation services to all persons with TBI. 
(Chapter i>ne deseribes the lef^islation in Israel (hat dates back to U>74 (Tiu- 
Cleneral Oisability .Act) that reportedly makes this cnmmittnent official. Hata 
from the Missouri Reuisti^ on individuals vuth TBI indicate that less than SO 
percent of those with s(.-vere or moderate disabihties ever receive in[Mtirnt 
services, let .ilone outpatient, vl.iy hospital, or vocition.il services (Wilier, 
Abosh. and n.ihim r. I'W). Poes ever\ ne in Isr.iel with severe or movler.iie 
dis.ibilitv receive reh.ibilii.nion services. 

l-^r.icTs u'mmitmeni to providinL' rehabilit.iiiop. Ncrvices h.is stemmed troiii iis 
respect for those who h.ive disabilities resiiltinu Irom repi-.-seiuini; their coiintrv 
in w.ir Althoiiuh I have not rcid the ( leiier.il PiMhilitv Ad. it is encoiir.iiiinK 
toseethat It iMnteiuled toexleild this».oinmitment toe\eiAone witlulls.ibililies. 
It h .dso encoiir.it;im: th.it e.kh ot the pronr.ims described in the monojiMph is 
.1 loni:-ierin ciwprehensive sfr\ kc. mimic Listing \e.irs p.ist ihe lime ot in)iirv. 
However, lonu-ierm i.irc rediues the loi.d miiiiber ot invlivuiii.ib \\hov..in be 



served in any given year. The programs described in the monograph serve an 
estimated 300 to 400 individuals in total. According to the authors, there are 
alxHit 2500 individuals in Israel disabled by TBI receiving disability pension. 
This suggests that a large nuniber of individuals potentially have not, or are iwt 
receiving services. Either that, or the articles in the monograph represents only 
a small component of the rehabilitation system. Thus, while those who are served 
by these programs appear to be benefiting from exemplary services, there is a 
strong possibility that post coma abmdonmmt exists for some individuals with 
TBI, even in Israel. 
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